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FOREWORD 


This publication, the fourth in a series dealing 
with health insurance programs in other countries, has been 
prepared in the belief that knowledge of Great Britain's ex- 
perience in this field between 1911 and 19,8 has particular 
relevance for other countries faced with similar problems in 
the provision of personal health services. 

The British program can be described as essentially 
a sickness insurance scheme for the low and middle income wage- 
earner, with limited liability as to both the scope and ths 
amount of benefit, based upon orthodox actuarial insurance 
principles. The limited nature of the health and cash bene- 
fits provided, the rigidities inherent in the scheme's 
financial. structure; andstheaprobiemssarvising Drom tuemchoice 
of administrative methods, must be viewed in the light of the 
political and socio-economic environment of the period. More 
particularly, the unitary political organization:iof the 
country; the history.of voluntary effort and local)tradition 
shat hal alle) provision of personal health care services; and the 
financial and professional resources and institutions avail- 
able, were all exceedingly important influences on the 
development of the scheme. While any conclusions on its 
merits must always be qualified by such considerations, it 
seems appropriate to draw attention here to a few of the more 
iioentout results of the application of insurance to the 


problem of health care as developed in Britain. 


M-19 
52 


When viewed retrospectively, the financial and 
administrative structure of the British program had a clearly 
discernible effect on its benefit provisions. Wie 7eholee~ or 
a revenue system based on flat-rate contributions, and the 
important role assigned to reserves and investment income, 
introduced financial rigidities which resulted in certain 
inequities for some of the enrolled members. Perhaps the most 
serious problem in this regard was that the medical and drug 
benefits, and the cash maintenance payments in periods of 
sickness or disability, were both financed from the same 
revenue sources. Thus, if the volume of expenditures on the 
latter benefits exceeded actuarial estimates, the development 
of a broad range of health services was automatically limited. 
Similarly, al though’ personal contributions were made at a 
uniform flat-rate, the local administrative agency, the 
Approved Society, was, because of its operation as an autono- 
mous financial unit, forced to restrict its benefits when 
faced with an adverse sickness experience. Its members were 
thus penalized for circumstances over which the agency often 
had very little control. Since the scheme at no time covered 
more than about 50 per cent of the population, the role of 
general revenue financing was necessarily limited. 

The administrative aspects of the British program 
are also of special interest. As the bulletin will indicate, 
the organizational methods employed failed to integrate the 


insurance health services - general practitioner care and the 


= 


provision of drugs - with some of the other components of a 
health program, such as hospital and specialist care and local 
public health services. The administration of the scheme 
through local, financially autonomous Societies might have 
been expected to achieve certain economies. However, the 
emphasis on reserves as an indication of the efficiency of a 
Society's administration, often resulted in advantages or 
disadvantages to certain insured groups, quite unrelated to 
Sumpnistrative efficiency. 

While many controversial problems are fairly evident 
in assessing the program, matters on which there was unanimity 
of opinion during the life-time of the scheme should not be 
overlooked. From the outset, the designers of the program 
consulted with the providers of service, and were therefore 
in a position. on important matters involving, for example, 
the remuneration of practitioners or the regional organization 
of health benefits, to construct the scheme in such a manner 
as to achieve compromises generally acceptable to all con- 
cerned. Furthermore, the fact that the program did make 
available to about half the population a basic medical service, 
together with the provision of at least partial reimbursement 
for income lost during illness, was an important recognition 
by the state of the problems relating to sickness and its 
amelioration. 

This memorandum has been prepared in close co- 


operation with the Directorate of Health Insurance Studies. 
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The comments and suggestions of the officials in that 
Directorate have been particularly helpfut. 

The work on this bulletin was carried out by 
John E.E. Osborne under the supervision of C. Lloyd Francis, 
Supervisor of the Social Security Section and John BE. Sparks 
who is in charge of public medical and hospital care studies 


in thete section. 


Joseph W. Willard, 
March, 1952. Director, Research Division. 
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Thirty-five years of experience under a health 
insurance program preceded the passage of the British National 
Health Service Act, November 6, 1946. In 1911, the National 
Insurance Act had provided for a system of compulsory health 
insurance on a three-way contributory basis, along with a 
somewhat limited system of unemployment insurance. From 1911 
on, Britain dsveloped and extended the use of the contributory 
insurance principle through measures such as the Unemployment 
Insurance Acts and the Widows!, Orphans' and Old Age Contri- 
bucory Pensions Acts. 

The Beveridge Report of 192 and the government 
White Paper of September, 194, both proposed extension and 
integration of the existing insurance programs as well as Br 
comprehensive medical service for each citizen covering all 
treatment and every form of disability" to be provided where 
needed "without contributory conditions in any individual 
case".(1) These proposals were given effect between 1945 and 
1948 through the Family Allowances Act, the National Insurance 
Act, the National Insurance (Industrial Injuries) Act, (which 
replaced the Worlanen's Compensation Act), the National Health 
Service Act, and the National Assistance Act. A new Ministry 
of National Insurance was created under the National Insurance 
Act to administer unemployment benefits, sickness benefits, 


maternity benefits, widows! allowances, guardians' allowances, 
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CODES tere d Allied Services 
W:.H; Beveridge Social Insurance ang ".--SS =’ 
(HMSO, London, 192), Pps suos too. 


retirement pensions, and death grants; other misfortunes 
which might prevent a person from earning his own living are 
covered under the National Assistance Act. The National 
Health Service Act, which came into operation July 5, 1948, 
extended to everyone free medical treatment, including 
specialist services and dental, ophthalmic, and hospital 
treatment, and brought hospitals under public ownership. 

The most significant aspects of the new National 
Health Program are that free medical service is no longer 
limited to employed insurance contributors, but is extendsd 
to every person in Great Britain, irrespective of income .or 
insurance status; that medical benefits now include special- 
ist and hospital treatment; that sickness cash benefits, no 
longer administered by the Friendly Societies, are separate 
from medical benefits in both their administration and 
finance; and that the scheme is financed mainly from general 
tax revenues, rather than from joint auployer employes eon-= 
tributions. Only one-tenth of the weekly insurance contribu- 
tions are used to support the National Health Service. The 
Significance of divorcing medical services in Great Britain 
from the insurance System can best be appreciated in relation 
‘to the pattern of health services before 1948. This bulletin 
consists of a general description of the National Health 
Insurance system from 1911 to 1948, together with a brief 
Outline, from authoritative sources, of some of the main 
difficulties encountered and criticisms made. | 
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The choice of suitable «statistical material for 
illustration has posed certain problems. The lack of pub- 
lished material concerning the wartime experience of the 
program, coupled with the transfer of insured persons from 
civilian employment to the armed services, and the distortion 
of that information which is available by the war-induced 
increases in prices and employment has prevented the use of 
figures from this period. In the post-war years interest was 
focussed on the new National Health Service, and only limited 
information is available on the last years of National Health 
Pmsurmance fs in consequence, most of the illustrative material 
used in this report applies to the calendar year 1938, with 
the corresponding figures for 1947 added wherever possible. 

No attempt has been made to convert the financial 
data from pounds to dollars: ‘Over “a qthirty-five year period, 
the value of the pound sterling in Canadian dollars has 
fluctuated with the vicissitudes of foreign trade and the 
fiscal and monetary policies pursued, which have Tiptie reie= 
tes for the health care needs and resources of a nation. 
But, more important than this, a significant comparison be- 
tween fue values of two currencies cannot be made without 
detailed knowledge of the price levels, cost om living: Gis- 
tribution of incomes, and population structure in both 
countries. Because of this fact, percentages of total ex- 
penditure have been used wherever possible to place the com- 


ponent parts of the program jn their proper relationship with 


one another. 
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With a population of 8 million persons in 197, 
Great Britain covered an area of 94,200 square miles - the 
size of Canada's four Atlantic Provinces “exclusive: of 
Labrador. Each square mile thus had to accommodate an aver- 
age of 512 people, varying from 169 in Scotland won73 5) din 
England and Wales. Since the sickness experience and the 
efficient use of the health resources of mation are “direculy 
influenced by the density and age distribution of the popula- 
tiony. it should be kept in mind that, theverivisn mopu lation: 
80 per cent urban since the inception of the health insurance 
scheme in 1911, has been ageing over the period. In 19l1l, 
31 per cent of the people were under 15 years, while 5 per 
cent were 65 years or over. By 19,7, the last complete year 
of operation of the health insurance program, only 21 per cent 
were under 15, while 11 per cent were 65 years of age or over. 

In evaluating the pods Pie tL St under the British 
progran, os is helpful to know that prewar net national in- 
come at factor cost for the whole United Kingdom, which was 
£4,638 millions in 1938, or an average of £97.65 per person, 
had almost doubled by 1947 when it stood at £9,071 millions, 
or £183.11 per person. The average industrial wage for adult 
males in 1938 was £179.4 annually, or 69 shillings a week, 
This fact is also of interest in the light of the program's 


major emphasis on cash sickness benefits. 
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II HISTORICAL DEVELOPMENT OF NATIONAL HBRALTH INSURANCE 
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The. National Insurance: Act of 1911, Part I of which 
established the British system of health insurance, was pre- 
cipitated by the Majority and Minority Reports of the Royal 
Commission on the Poor Laws in 1909. Both Reports had recom- 
mended that an insurance scheme be set up to provide cash 
sickness benefits for ill or disabled workers. The Majority 
Report recommended that medical assistance be organized on a 
private charity basis with an extension of the contract sys- 
tem of the sickness clubs; the Minority Report suggested that 
the medical services of the county public health authorities 
furnished the only proper basis for a unified state medical 
Service, 

The British Medical Association opposed both sug- 
gestions because under the latter "a free medical service open 
to all might result, which would cut the very foundation of 
private practice"; under the former the Association feared an 
extension of the evils of contract oractice, a system wnereby 
private lay and industrial groups contracted with doctors? to 
treat their members at very low rates, usually 5 shillings 
per capita per annum. Instead, the Association recommended 
a "Public Medical Service", organized and administered by the 
profession, for the lower income classes, 

The program of health insurance eventually adopted 


in 1911 represented a compromise between several of these 
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conflicting proposals. Writing retrospectively in 1925, 
Sir Arthur Newsholme(1) stated "the two reports of the Royal 
Commission on the Poor Laws embodied an urgent body of needed 
reform, on which there was no argument...Instead of this, the 
National Health Insurance Bill was introduced in 1911, which 
necessarily ran athwart the needed course of development in 
Public Health Administration...The ideal would undoubtedly be 
to nationalize the health insurance service as the unemploy- 
ment and pensions service have been nationalized". A similar 
view was expressed by the Royal Commission on National Health 
Insurance in 1926, (2) 

The summary which follows indicates the final pro- 
visions of the 1936 Act, as amended, on the eve of national- 


ization of the health services in 1948. The major changes in 


the scheme since 1911 are then described in the next section. 


SUMMARY OF THE 1936 ACT AS AMENDED 

The National Health Insurance scheme was a state 
scheme which relied for its administration on voluntary 
effort, and which, in intention, was careful to make the ut- 
most use of the voluntary and competing organizations already 
in the field. Subject to certain exceptions, all persons 


between the ages of 16 and 65 years(3) who were employed 


ee eee SS 


(eine eee nee 
Formerly Principal Medical Officer of the Local Govern- 
ment Board of England. See A. Newsholme, The Ministry of 
Health, (1925), pp. 186, 203, ; 
bee poe 
70 years until 1928, 
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under a contract of service in manual labour, or in non- 
manual employment at a rate of not more than £20 a year, (1) 
were required to be insured as employed contributors. Per- 
sons who had been employed and insured for at least two years 
might, on ceasing to be insurably employed, continue in 
insurance as voluntary contributors, paying the full weekly 
contribution themselves. Employed persons between the ages 
of 1) and 16 years, and over the age of 65 years, were re- 
Coireduivo bevinsured for medical beneid tussonily. 

The benefits provided under the Act were: 

(i) Medical benefits, including medical treat- 
ment by insurance practitioners at home or 
in the office, and the provision of medi- 
cines and supplies; 

(ii) Sickness cash benefits, during incapacity 
for work through illness, amounting to 18s. 
a week for men, 15s. for spinsters and 
widows, and 136). for married women(2) Lor 
a maximum period of 26 weeks; 

(441) Disablement cash benefits for continued 
sllness after 26 weeks of sickness benefit 
had been exhausted, amounting to 10gs. for 
men, 9s. for spinsters and widows, and 8s. 


for marricd wouenee@ 


————— inet 


1) The income limite were £160 until 1920 and £250 until 19he. 

BDO, (se. and 74s, until 1920; 15s., 12s., and gE eo bhai re ae 
1933; 15s., 1l2s., and 10s., until 19he. 

(3) Ss, for both sexes until 1929; 7g) nv 19eky Peon a Oaks 

and 5s., until 192. 
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(iv) Maternity cash benefits, payable on the 
confinement of an insured woman or the wife 
of an insured man, and amounting to £h in 
the former and £2 in the latter case;(1) 
and 

(v) Additional benefits, payable to members of 
those societies having a disposable surplus 
upon quinquennial actuarial valuation, and 
taking the form of increased cash benefits 
or \part-payment Loryspeciatist y-denval, 
ophthalmic, or hospital treatment. 

The financing of the scheme was shared by the in- 
sured persons, their employers, and the National Exchequer. 
Weekly contributions of 1ld. for men and 104d. for women, (2) 
shared equally by employees and employers, were paid into the 
National Health Insurance Fund by means of health insurance 
stamps purchased through the Post Office. The contribution 
rate was set so as to cover the costs of benefits that per- 
sons entering the scheme at age 16 years were expected to 
claim throughout their lifetime. To mset the deficits in- 
curred by the Fund on behalf of persons entering at ages 
above 16 years, with a higher incidence of illness, Exchequer 


grants, amounting to 1/7 of the cost of benefits and 


[oo oa Saas ph Senge a fim 
1) 23 and £13 | 


SB until Oro, 


2 : 
(2) fd. and 6d. until 1920; 10d. and 9a. until 1926; 94. and 
Sad. until 19h2, 
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administration in the case of men, and 1/5 in the case of 
women, were provided. 

The administration of the scheme was supervised by 
the Ministry of Health and the Department of Health for 
Scotland. Medical benefit was administered by 200 specially- 
appointed, regional Insurance Committees, consisting largely 
of representatives of insured persons and insurance practi- 
tioners. Cash benefits and additional benefits were admin- 
istered by 8,000 self-governing Approved Societies and 
branches, which varied in membership from 50 to more than 
2,000,000 insured persons. These friendly societies and 
trade union benefit associations, which had no regional 
limitations, had already enrolled one-third of the insurable 
population in their voluntary schemes before the 1911 Act 
was passed. Insured persons who did not or could not join 
Approved Societies paid their contributions into a Deposit 
Contridutors'! Funda, and were entitled to medical benefits, 
and to limited cash benefits up to the amounts credited to 


them in their individual accounts. 


DEVELOPMENT OF THE SCHEME 

The Act of 1911, described in its Preamble as "an 
Act to provide for insurance against loss of health, and the 
prevention and cure of sickness", underwent several amend- 
ments during its lifetime, aiming éither at simplication of 
its provisions and administration, or at correction of cer- 


tain inadequacies and inequities which arose over the period 


of its operation. These amendments were consolidated in the 


M-l19 
2 


’ 


Se) (Oya 


National Health Insurance Acts of 192h and 1936. With the 
exceptions outlined below, the amendments changed the basic 
structure of the 1911 Act only to a very limited extent: 

Prior to the report of the Royal Commission 
appointed in 192) to investigate the program, certain changes 
mainly affecting coverage were implemented. An important 
amendment in 1918 restricted voluntary membership to former 
"employed contributors" or persons in excepted employment. 
Prior to 1918 voluntary membership had been available to those 
non-manual workers in regular occupations not receiving re- 
muneration under a contract of service. At no time during 
the operation of the scheme was an income limit placed on 
eligibility for membership of manual workers. However, 
amendments in 1919 and 1920 increased the income limit from 
£160 to £250 for non-manual workers, and in addition, pro- 
longed insurance status in certain cases of hardship due to 
post-war unemployment. 

Several of the recommendations(1) of the Royal Com- 
mission were given effect in the National Health Insurance 
Acts of 1925 and 1928. Most important was the provision that 
individuals who had been unable, by reason of their health, 
to secure admission to Approved Societies because they were 
considered as adverse risks, and had thus been eligible for 


only limited benefits as Deposit Contributors, would 
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2 ort of the Ro al Commission on National Health 
=hsurance, Cmd, 2596, (London: HMSO, 1926), pp. e7-291. 
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henceforth be entitled to all the normal benefits of the Act. 
In addition, a minor expansion of coverage was effected by the 
extension of the earlier provision with respect to those per- 
sons engaged in manual labour to include manual workers who 
technically were not employed under contract of service -- 
for example, such categories as tree-fellers, hay-cutters and 
share fishermen. 

Important modifications were also made, following 
the recommendations of the Commission, with respect to 
anomalies concerning benefits and their duration for certain 
classes of insured persons. Under the earlier Act, insured 
‘women who had ceased work on marriage were transferred to a 
special class (Class K) with limited benefits, particularly 
a reduction in the rates of the ordinary sickness benefit, 
and in the maternity benefit when such persons were in arrears 
of contributions. In 1928, legislation embodied the Com- 
mission's recommendation that such persons should receive the 
ordinary rates of sickness benefits and maternity benefits 
irrespective of arrears. In addition, provision was made 
that a person would be considered to be insured during 4 
period when arrears were due to genuine unemployment, and 
additional Exchequer grants would be provided to Societies to 
meet the loss of premium income. This cancellation of the 
arrears of genuinely unemployed insured persons allowed them 
to be treated as though they had paid 26 contributions (the 
and to be entitled to benefits on a reduced 


minimum number) 


scale. Full benefits could then be attained by the payment 
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of a smaller arrears penalty than would otherwise have been 
required. 

The legislative enactments following the Royal Com- 
mission's recommendations (1926, 1928) also effected certain 
financial and administrative changes. The temporary Exchequer 
grants extended to meet rising costs during the early 1920's 
were discontinued, and weekly contributions were re-allocated 
between benefits and reserves in order to release sufficient 
funds to meet the cost of medical benefits wholly out of 
contributions, except for the statutory Exchequer grants. 
Certain recommendations were also accepted which gave addi- 
tional power to the Minister, including the right to order a 
reduction of the amount allowed an inefficient Society for 
administration, to amend any rule to which exceotion was 
taken, to suspend the right of any Society to accept transfer 
members, and to enforce uniform and efficient administration 
of additional benefits by disallowing improper expenditures. 

It is interesting to note the Commission's recom- 
mendations with respect to broadening first the scope of 
medical benefits, including specialist consultations and 
laboratory service and later the provision of a maternity 
medical and midwife service,(1) and dental treatment. These 
extensions, together with the proposed increase in. sickness 


and disablement benefits to include Supplements for 


ee 
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T9378 domiciliary midwife service was established 


oy aaa Health Authorities, under the Midwife Act 
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dependents, would have been financed, under the Commission's 
recommendations, by allowing half the surpluses of Approved 
Societies to be pooled and distributed among all Societies at 
&@ uniform rate per member. However, the recommendations 
accepted were concerned more with the consolidation of the 
existing Act than with the expansion of its coverage and 
benefit provisions. No attempt was made to implement the 
Commission's belief that unification at the local level should 
be attained by the elimination of the Insurance Committees and 
the transfer of their duties-to.the Local Authorities. 

Two amendments of 1933 deserve special notice. 
Differential rates of sickness benefit were established as 
between single and married women as a result of experience 
which indicated that employed married women constituted a 
greater insurance burden. Further, insurance practitioners 
had been required to supply those drugs necessarily adminis- 
tered by themselves, in return for a special capitation pay- 
ment. As of 1933 they could prescribe these drugs as part of 
the regular pharmaceutical benefits or claim payment from the 
local Insurance Committee if they themselves supplied such 
drugs. 

In 1938, in accordance with a recommendation made 
in the Minority Report of the Royal Commission, Juvenile 
Contributors between the ages of 1 and 16 years were admitted 
to medical benefits under the Act in return for a weekly 
contribution of lid. shared equally between the employer and 


the employee. Employer contributions of 54d. on behalf of 


ew ilee 


employees aged 65 years or over, who were still eligible for 
medical benefits only, were required for the first time in 
1938. In the same year, Dental Benefit Regulations were 
passed setting forth the maximum fee scale and standards of 
quality for dentists who agreed to provide treatment addition- 
al benefits to insured persons; (1) by 196, the minimum pro- 
portion that a Society must pay for such services was reduced 
from one-half to two-fifths of the cost of dental treatment. 
Compulsory health insurance, then, covered manual 
labourers, non-manual labourers within the income Limit, “and 
juvenile contributors. Voluntary insurance, after persons in 
certain excepted employments had been barred from entry in 
1937, was limited to persons with at least two years! previous 
insurance status. Thus, by 1942, only four classes of insured 
persons remained within the scheme: manual and non-manual 
labourers, voluntary contributors with prior insurance status, 
and juveniles. With the exception of an increase in the in- 
come limit for non-manual workers in 192 from £250 to £12078 
-no further modifications were made with respect to extending 


coverage or benefits under the Act. 


ee 


ee eee had been provided by some Approved 
ocileties since 1921, but this was the first attempt to 
regulate the treatment provided. 


= ees 
III HEALTH CARE SERVICES 


To understand the role of health insurance during 
this period, it seems helpful to review the other health 
services provided by voluntary and public authorities in 
Great Britain. No less than seven government departments 
were responsible for the provision or supervision of public 
health services prior to consolidation under the National 
Health Service Act, 1946. The health of merchant seamen, of 
miners, and of industrial workers was the responsibility of 
the Ministry of Transport, the Ministry of Fuel and Power, 
and the Ministry of Labour, respectively. The Ministry of 
Education provided for the medical inspection of school 
children, and the Ministry of Food was resoonsible for eo APN ae EL 
tion: Finally, the Ministry of Health and the Department of 
Health for Scotland supervised health insurance, town plan- 
ning, and, through the Local Authorities (who were responsible 
bo them), mental health, infectious diseases, maternal and 
child welfare, housing, and the basic sanitary services. For 
the most part, the Local Authorities were free to adapt the 
minimum standards set forth in the various Acts to their own 
needs; their gervices were providsd partly at local and part- 
ly at national expense. 

The following is a brief outlines of certain speci- 


fic health services (1) that were provided. 
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(1) or, Ministry of Health, A National Hea) ip Sore 3 (H.M. 
Stationery Office, London, n, February, y, 1944), Appendix A; 
U.K. Information Office, Health S Services in Br Britain, 


(Ottawa, October, 1947). 
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MATERNAL AND CHILD HEALTH SERVICES 

Maternity and Infant Welfare schemes organized 
after 1918 by the Local Authorities were financed by national 
grants-in-aid. In 1938, 1,500 of the 1,800 pre-natal clinics 
giving free examinations and advice were provided by the 
Local Authorities, who also employed over 3,600 of the 6,000 
qualified health visitors, and 2,700 of the 10,000 practising 
midwives. In addition to supervising 91 maternity homes and 
338 hospitals with maternity wards, and subsidizing ihe 
voluntary institutions, the Local Authorities by 1938 had 
set up over 2,700 of the 3,600 infant welfare centres, 2h 
children's hospitals, and approximately 20 of the 10) day 
nurseries for “children of workine -parenus,. oy ioG eMeRe 
were 1,358 day nurseries being run by the Authorities at 
Central government expense. 

The School Medical Service was conducted by School 
Medical Officers appointed by the local Education Authorities. 
In 1939 there were 1,656 such officers in Great Britain, as 
well as the equivalent of 865 full-time dentists and (in 
England and Wales) 2,797 full-time nurses. These officers 
conducted, in school clinics at local expense, the required 
examination of elementary school children and the optional 


examination of secondary school pupils. If necessary, free 


treatment was also provided. 


MEDICAL, DENTAL AND OTHER SERVICES 
Medical care was provided for nearly half, .the 


population by traditional arrangements between patient and 
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doctor, and for an almost equal number (23 million) by 
national health insurance. The "destitute sick" were pro- 
vided for under the Poor Law. Some of the traditional 
arrangements included contracts between the doctors who were 
paid a’ per capita fee, and Friendly Societies, 1) trade unions, 
or sick clubs for non-insured persons. The British Medical 
Association sponsored the Public Medical Services, (2) under 
which scheme 600,000 weekly subscribers to a central fund 
were given medical services by member doctors who were re- 
munerated according to the number of subscribers registered 
with them, the average annual capitation fee in 1937 being 
US ey gs oie 

Dental services in varying degree were provided by 
the Local Authorities-or the Education Authorities to nurs- 
ing or expectant mothers, young children, school children, 
and T.B. patients. Mothers were expected to pay part of the 
cost of dentures, and treatment for school children was by 
no means adequate. Roughly three-fourths of the workers 
covered by Health Insurance were eligible for "dental bene- 
fits" -- money payment for part of the approved cost of 
dental treatment. 

Ophthalmic services constituted one of the most 


comprehensive branches of school medical work. Apart from 


———— 


(1) For example, in 1936 1.l, million members of the National 
Deposit Friendly Society were antitied toveid up to 4 
fixed sum in meeting their doctor bills. 

(2) see Report on the British Health Services, (Political 
and Hoonomie Plannings: bonden, .l937) eps eibers Wee; 
premiums ranged from had. for a single subscriber Gos, 
for a family of or more. 
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this, the only other persons receiving assistance in meeting 
the cost of ophthalmic examination and treatment, or of 
spectacles, were the le million members of those Anproved 
Societies which were able to offer "ophthalmic benefits". 

Home Nursing Services were provided mostly through 
the district nursing associations; voluntary organizations 
employing over 9,000 nurses in 1939. Although the Local 
Authorities had only limited power to employ nurses directly 
as health visitors or midwives under the infectious disease 
and maternal and child welfare’ legislation, \they did assist 
the voluntary groups financially.) In addition? tor these grants, 
the associations received donations and subscriptions, and 
payments from patients either directly or through contributory 


schemes. 


Hospitals in Britain were run by both voluntary 
organizations and Local Authorities, Until 1930 in England, 
and until 1948 in Scotland, the former carried the main burden 
of providing hospital treatment for acute medical and surgical 
conditions. The latter handled most cases of infectious 
disease, maternity, and chronic care. Hospital services were 
not included in those statutory benefits to which insured 
workers were entitled. However, over ten million persons 
were covered by private hospitalization schemes in Lo 5 9o oe 
weekly payment of from 2d. to oa entitling them to complete 


care and treatment, Others arranged, at their own expense, 


oe 
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to enter private rooms in voluntary hospitals or private 
nursing homes. The remainder obtained, usually through their 
family doctors, hospital care and Specialist advice at their 
local voluntary or municipal hospitals, paying what they 


could reasonably afford for this service. 


Rupercwiltosis-sinswd tutbiems = dispensaries, hospi- 
tals and sanatoria -- were provided by Local Authorities and 
voluntary groups. Since 1921 the Local Authorities have been 


responsible for treatment and after-care for all victims of 
the disease. In addition they make grants to private groups 
like the King Edward VII Welsh National Memorial Association. 

In 1929 the Local Authorities, who were responsible 
for isolation as well as immunization and disinfection of 
infectious diseases, were compelled to work out a scheme for 
adequate isolation accommodation. As a wesult 920 public 
isolation hospitals were providing free treatment by, 1939" 
Supervision of contacts wae directed by the Medical.0fticer 
of Health in each locality. From 1916 on, the Local Authori- 
ties gave free venereal disease treatment in 200 clinics and 
Centres in Britain. 

Mental Health Services in Britain were supervised 
by the Board of Control, and the Board of Control for Scotland, 
semi-autonomous bodies responsible to the Ministry of Health 
or the Secretary of State. The actual care and treatment of 
mental patients was the responsibility of the Local Authori- 
ties, who provided mental hospitals, licensed existing hospi- 


tals, and inspected and certified institutions and homes 
caring for the mentally deficient. 
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OTHER SPECIAL SCHEMES 
The Highlands and Islands (Medical Service) Scheme 
set up a central fund --- replenished from general revenue -- 
to pay grants to doctors in seven remote counties of Scotland, 
for their travelling and time, to attend at uniform fees ir- 
respective of distance all insured persons, their dependents, 
and uninsured persons who could not afford full fees. The 
Department of Health entered into an agreement directly with 
each doctor; but. there was no detailed (control of ther doc= 
tors’ activities. Im TOG the ’fund patd touts 100, 0d0 Frc 
subsidize 153 practices, an air ambulance service, and hous- 
ing and: travel! for’ 200 dvstriieh murses? 
The Clyde Basin Experiment, 192, was originated 
to conserve manpower in Clydeside, and continued after the 
war as the Supplementary Medical Service Scheme. A patient 
who was run down in health was sent by his family doctor to 
a specialist, and then, if necessary, to a hospital or 


convalescent home. 


Dope 
IV HEALTH RESOURCES 


Before examining in detail the National Health 
Insurance program of Great Britain, it is desirable to con- 
Sider briefly the personnel and facilities which served” ag 
the foundation for this program as well as the health care 
services described in the previous chapter. In the folliow- 
ing, an attempt is made to compare the pre-1939 and post-war 


Situations wherever possible. 


GENERAL PRACTITIONERS 

It is extremely difficult to obtain en accurate 
estimate of the number and distributions of general practi- 
Peoners in Great Britain. Of 1,700 "physicians, surgeons, 
and registered medical practitioners" in Great Britain listed 
in the Medical Directory for 1937, probably only 35,000 were 
in active practice. (1) Of these, approximately 19,000 were 
general practitioners under the insurance program. Since not 
aLipeceneral practitioners were on’ insurance paneia |) eiere sis 
no means of ascertaining their total number. At the outset 
of the National Health Service scheme, as of June, 198, 
there were approximately 23,000 general practitioners in 
Great Britain. The pre-war average population per general 
practitioner was approximately 23250;44) ranging from a low 


of 585 in the city of Hampstead to a high of 4,105 in South 


Shields. 


(2) me British Medical Journal, August 26, 1950, estimates 
the 1939 population per active general practitioner to 
have been 2,770 in England and Wales, and 2,652 in Scotland, 
as compared with 2,402 and 1,939 respectively for 19,9. 


See 

SPECIALISTS 

The 19,5 Hospital Survey Reports for England and 
Wales(l) revealed that the distribution of specialists was 
dependent on economic conditions, rather than on medical needs ; 
st was determined largely by the opportunities for making a 
satisfactory income from private oractice. To overcome this 
difficulty, many hospitals appointed salaried part-time 
specialists to ‘their staffs; eften’a Tocal authority andre 
voluntary hospital would collaborate in making appointments 
to the staffs of both hospitals. Although a few of the karger 
hospitals were staffed exclusively by specialists, most hospi- 
tals were staffed wholly or partly by general practitioners 
who became recognized as consultants. "The Reports are agreed 
on the need for a much wider distribution of specialists. At 
present, they are unduly concentrated in the medical school 
centres. While general surgeons, ear, nose and throat surgeons, 
ophthalmic surgeons and gynaecologist-obstetricians are to be 
found in many other towns, their distribution is uneven and 
haphazard; physicians and dermatologists are scarce and 


paediatricians not to be found outside the university centres," (2) 
DENTISTS 
As of 1921 the practice of dentistry was confined to 


duly registered medical or dental practitioners. Registration 


(2) 
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Special expert surveys conducted under the auspices of the 


caer a of Health and the Nuffield Provincial Hospitals 
rust, | 


ie Report ini 
Report of the Ministry of Health for 1945-6, Cmd. 7119, 
UHMEOr, London, Long): —pe ce ; : 
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required at least four years! professional training, including 
two years in a dental hospital or equivalent. In 1937 there 
were 14,700 persons on the Dental Register, of whom over half 
held dental degrees. This number includes, however, Irish and 
overseas members of the profession, as well as those who had 
retired. In June, 1948, there were 10,000 dentists in England 
and Wales, and 1,200 in Scotland, available for active general 
practice. Ths Teviot Committee on Dentistry(1l) in 196 in- 
dicated the need to treble the normal pre-war annual intake to 
the Dentists' Register if the goal of 20,000 practising den- 
tists was to be reached within 20 years. This Committee also 
recommended self-government under an independent Dental Council 
for the profession which until December 1951 was subject to 


the control of the General Medical Council, (2) 


NURSES 

the general end epecital hospitals seultered iver vie 
war from a lack of both nursing and domestic staff. As of 
March 31, 1946, there were 23,500 notified vacancies for nurs- 
ing staff in the hospitals of England and Wales, and during 
the previous year there had been as many as 32,000 vacancies 
at one time. As a result, some wards were closed, and many 


chronic patients were refused admission. 


— 
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(en! Ministry of Health, Pinal Report of the Inter-Departmental 
apihiretod- ot Hert votry a GIMSOr London, 1946), pp. 5-6 

(2 A semi-public organization of 39 members, mostly practi- 
tioners, appointed or elected by the Crown, the medical 
colleges, the medical corporations, and the medical 
practitioners of the United Kingdom. 
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Despite measures taken to combat the situation, 
including a nation-wide recruitment campaign, the shortage 
continued throughout 1947. Salary scales were revised in 
Januasy, 1946, and special allowances were offered to persons 
with at least one year's whole-time service in work of nation- 
al importance who entered training as student nurses. Student 
nurses on graduation were required to spend one year ine “GuDer— 
culosis, mental, or chronic sick nursing. Pre-nursing courses 
were established — local Education Authorities, and the 
district nursing field was opened to male nurses. Although 
these measures produced a considerable increase in the number 
of student nurses, wastage was high; hospital beds (particular- 
ly in sanatoria) had to be closed, and the ratio of nurses to 
occupied beds dropped. By 31 March, 1948, there were 41,394 
student nurses in training, and 16,500 part-time and 140,000 


full-time nurses and midwives in England and Wales. 


HOSPITAL FACILITIES 

Bach voluntary hospital, from the large and powerful 
"general" to the small "cottage" hospital, was administered by 
its own Court of Governors, assisted by a Board of Management 
and several Standing Committees. It was financed from volun- 
tary subscriptions or endowments, prepaid hospital schemes, 
and patient fees. In England a social worker would usually 
assess the amount a patient could pay. In Scotland, treatment 
was traditionally free, and there were few contributory 


schemes, Voluntary gifts amounted to approximately LD, pec 
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cent of the operating income of voluntary hospitals of Great 
Britain in.194l; while receipta for services rendered 
represented 6) per cent. 

In 1929, the Local Government Act required County 
Councils to provide general as well as infectious disease 
hospitals. To comply, many Poor-Law institutions were appro- 
priated by the councils, and administered together with the 
infectious disease hospitals through Local Authority Public 
Health Committees. By statute, the authorities were required 
to charge what the patient could reasonably afford, except in 
infectious disease cases which were treated free of eharge in 
many areas. In addition, the public hospitals were financed 
by Exchequer grants, local taxation, and hospitalization 
schemes. 

Estimates of pre-war hospital accommodation vary 
considerably, but approximate figures for the number and bed- 
capacity of hospitals in Great Britain in1939 are given in 
Appendix I. Roughly 54 per cent of 1,300 general hospitals 
in England and Wales, and 31 per cent of 2,200 specialized 
hospitals (excluding 163 mental hospitals) were voluntary in- 
stitutions before the war. These establishments contained 
324,000 beds, the greater proportion (54 per cent) in the 
general hospitals. Of 37,000 pre-war (non-mental) hospital 
beds in Scotland, 22,000 or 60 per cent wsre in voluntary 
hospitals. 

The distribution of hospital beds per 1,000 popula- 


tion in 1937, and the estimated bed requirements for various 
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purposes, in selected areas of England and Wales are given in 
Appendix II. The actual supply of general hospital beds 
available in 1937 was ).3 per 1,000 population, varying from 
6.27 per 1,000 in the London region to 3.48 in the South Wales 
region. 

The Hospital Survey Reports in 1945 showed a defin- 
ite shortage of Hospital beds in-évery region, Novably ior 
maternity and tuberculosis tauede The reports stressed that 
many hospital buildings were out of date and fell far short 
of modern requirements, for there had been little hospital 
building since 191). Also it was pointed out that, due to 
overcrowding, hospital capacity was over-stated by about 20 
per cent. The following quotations are extracted from these 
reports (1): 

"Voluntary hospital equipment is generally 

good, but has had to be housed in cramped 
space." 

"The municipal general hospitals are mostly 


converted poor law institutions, and tend 
to be even older than the veluntary aio 51— 


eos le ahaes Most of them are attempting to 
perform a function for which they were not 
designed and are not suited..... There is 


a lack of single-bed wards and of acces- 
sory rooms, and sanitary accommodation is 
unsatisfactory." 
One report stressed the poor, inconvenient and 
cramped accommodation in the out-patient departments. And 


- '" 
again, “the care of the chronic sick requires complete and 


revolutionary change if these people are to be adequately 
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Report of the Ministry of Health, 1945-6. Cmd. 711 
(HMSO, Ponder, Taba ape Bee ysl ole 
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cared for and looked after in a reasonably humanitarian and 
social sense." However, even with an adequate supply of beds, 
the capacity of a hospital to accommodate patients was limited 
Dy the availability of nursing and domestic staff. 

In March, 1948, there were in England and Wales al- 
together 516,94 beds in all hospitals, including 58,91 beds 
temporarily unavailable(1), or 298,672 hospital beds of all 
types except mental and tuberculosis beds (as shown in 
Appendix III) amounting to 6.87 per thousand population. The 
corresponding figure for Canada was 5.0 per thousand in the 
sane year, ranging from 6.9 in Alberta to h.O in Newfoundland. 
However, due to the nursing shortage in Britain, only 5.277 
staffed beds were available per thousand population. 

On July 5, 1948, ownership of 2,835 out of the 3,00 
voluntary and municipal hospitals in England and Wales (in- 
cluding convalescent homes and certain types .of clinics), with 
a total of 388,000 staffed beds, became vested in the Minister 
oF Health, Not taken over were 27/7 hospitals and ciinics, be- 
longing mostly to religious communities, and public assistance 
institutions used predominantly for accommodating the infirm 
rather than the sick. In Scotland, 25 hospitals containing 
63,880 beds were taken over by the Secretary of State for 


Scotland to be operated under the new National Health Service. 
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(LY Report of the Ministry of Hsalth, 1947-8, Cmd. 7734, 


(HMSO, London, 1949). Appendix D, p. 276. 
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V HSALTH INSURANCE COVERAGE 


EMPLOYED PERSONS 
The National Insurance Act of 1911, and the National 
Health Insurance Act of 1936 as amended, required that all 
persons between the ages of 16 and 65 years, including married 
women and aliens, be insured if engaged in any employment 
under a contract of service or under a contract of apprentice- 
Ship with a money payment, and remunerated at a rate not ex- 
ceeding £420 a year. Also required to be insured were "certain 
persons employed under a contract for the performance of manual 
labour for the purposes of an employer's trade or business, 
outworkers, cab drivers and fishermen and other seamen paid by 
the share".(1) where the employment was in manual labour there 
was no maximum limit on income. 
(1) Married Women 
The special position undsr the Act of female members 
of Approved Societies under the age of 65 who married may be 
Summarized as follows: 
(i) Voluntary contributors ceased to be 
entitled to make contributions im- 
mediately upon marriage, and became 
eligible for Class K benefits. 
(ii) Employed contributors who continued 


in employment for 12 months following 


a os 


1) See National Health Insurance Act, 1936, First Schedule, 
Part 1. 
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marriage were treated as ordinary 
insured persone. 
(iii) Employed contributors who ceased 

employment (1) within twelve months 

following marriage ceased (from the 

date of unemployment or from the date 

of marriage, whichever was the later) 

to be entitled to the normal benefits 

of the Act, and became entitied to 

Class) benerius imetedda. 

In 1938, 379,500 married women were entitled to 
Cleese 1; Dene! hrc, 
(2) Juveniles 
The National Health Insurance (Juvenile Contributors 

and Young Persons) Act, 1937, required juveniles between the 
ages of 14 and 16 in insurable employment to have health in- 
surance contributions of lid. paid on their behalf by their 
employers (of which 2d. was recoverable from the juveniles), 
although they were entitled only to the medical benefit pro- 
visions of the Act. Upon reaching the age of 16, employed 
persons automatically passed into adult contributor status; 
medical benefits continued, even at the. juvenile eegseq anaur— 
able employment, until the age of 164. In 1938, the first year 
of operation of this Act, approximately 818,700(23 juveniles in 


{NX e e 
vreat Britain were estimated to have been covered. 


(a woman was deemed to have ceased emoloyment as soon as she 

(2) ea eee unemoloyed for eight consecutive weeks. 
TOsOy con eet feport_of the Ministry of Health, (London, 
739), pp. 275, 299 and Tenth Annual Report of the Depart- 


ment of Health for Scotland, ( 
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a 


1938, Edinburgh) ,pp.133,2@ade 
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(3) Exemptions and Exceptions 

(a) Exemptions 

An employed person obtained exemption from paying 
compulsory health insurance contributions by proving (i) (that 
he was in receipt of an annual pension or private income of 
not less than £26, not dependent on Hae personal exertion, 
(ii) that he was "mainly" desendent for his livelihood on 
another person, or (iii) that his insurable employment was 
Movenis chiel occupation. 

Employed persons who obtained exemptions were en- 
titled under certain conditions to medical benefits, but not 
to sickness, maternity, or disablement benefits. The employer 
was still required to pay his share of the ordinary contribu— 
tions on behalf of exempted persons. At December 31, 1938, 
there were only 13,850 persons in the exempt category in 
Great Britain. (1) 

(b) Exceptions 

Various classes of employed persons were not liable 
to compulsory insurance contributions, nor eligible for te 
surance benefits. These included employees of the Crown, 
Local Peer eras, public railways and other statutory com- 
Pees. where the Minister of Health had certified that the 
terms of employment would secure benefits in sickness and 


disablement of at least an equal value to the corresponding 


health insurance benefits; certain classes of school teachers; 


commission agents employed by one or more than one employer, 
(1) Tpid. 
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and others mainly dependent on some other occupation for their 
livelihood; casual labourers employed otherwise than for the 
employer's trade or business; those employed by parents or by 
an emoloyer who fully maintained the employee; and persons in 
the service of their husbands or wives. Apart from the above 
exceptions, "the fact that an employment (was) temporary or 

for part-time only did not affect the question of liability 


for insurance." (1) 


VOLUNTARY COVERAGE 
After 1937, voluntary insurance wae Limised Ga gor 
sons who had once been compulsory contributors. The original 


Act in 1911 had admitted to voluntary insurance all persons 


had been paid, and other persons engaged in some regular occupa- 
tion with an income not exceeding £160 a year. As there was 
practically no demand for insurance on a voluntary basis, ad- 
mission to this category was limited in 1918 to persons ceasing 
insurable employment with two years of soulin Teeeaone to their 
credit, or, upon the approval of the Ministry of Health, to 
persons engaged in one of the excepted employments noted ‘above, 
earning not more than £160 a year (@) if they were non-manual 
labourers. Finally, in 1937, admission to voluntary insurance 


was also denied to these persons in excepted employment. 


Married women, after the first few years, were not permitted 


to become voluntary contributors, 


TH) Rows ne 


- Harris, National Health I ee ital 
W. Ha nsurance in Great Britain 
1911-196." (Geo. Allen & Unwin, London, 196), p. 18. 
Atter.1920 >the income dtmetowas pe5O. 
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Voluntary contributors paid the whole contribution; 
this was reduced by 34. a week where the contributor's income 
from all sources exceeded £20 a year because persons above 
this maximum income level were not entitled to medical bene- 
fits. Of’ the 80,60 voluntary contributors in Great Britain 
in 1938, 293,200 persons or about 35 per cent of the total 


voluntary contributors were not entitled to medical benefits. 


DEPOSIT CONTRIBUTORS 

Among the persons described above, those who did 
not wish to join an Approved Society were insured under a 
special scheme, administered by the Ministry of Health and the 
Insurance Committees. The contributions of such persons were 
carried to individual accounts in a Deposit Contributors' 
Fund, and the cash benefits (but not the medical benefits) of 
the contributor ceased as soon as the balance to his credit 
was exhausted. Also, persons who were unable to join by 
reason of their health were admitted to a special Insurance 
Section and entitled to the ordinary benefits of thé Act, but 
not the additional benefits. Deposit contributors, including 
those juvenile contributors and voluntary contributors who 
were enrolled under this scheme, numbered 305,000 in Great 
Britain in 1938, representing only 1.4 per cent of the total 


insured population. 


As of July, 1947, in anticipation of the new program, 
all new entrants to the health insurance scheme automatically 
became members of the Deposit Contributors' Fund. 
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SERVICE PERSONNEL 
Service personnel had their "employer" contributions 
paid on their behalf by the respective Armed Service Councils. 
For those servicemen who were members of Approved Societies, 
contributions deducted from pay (at the reduced rate of 3d. a 
week), and "employer" contributions were forwarded to these 
Societies, The Maternity Benefit the: only tensed iv for which 
service personnel could make claim, was paid by the respective 
Societies. Those servicemen who were not members were covered 
by a special Army, Navy and Air Force Insurance Fund, under 
the Ministry of Health. This Fund also bore the expense of 
health insurance benefits for discharged men who, for reasons 
of ill health, were unable to obtain membership in Approved 
Societies. It covered an estimated 136,000 servicemen in 


1938. 


COVERAGE LIMITATIONS 

The major groups not covered, but within the maximum 
income limit of £420, included the wives and children of in- 
sured workers and voluntary contributors, small Shop-keepers , 
independent workers (1) (since the service was restricted to 
persons in gainful employment) and their dependents, elderly 
dependents of insured workers, and persons over 65 years not 
holding prior insurance status under the Act, inednidinigs those 
over 70 years in receTor ier non-contributory old agerpens tons . 


—_—_——_—- 
_ . 


(1) 


Colin Clark estimated there were in TOR 2 LOS OCO at r= 
dependent workers earning less than £250 per annum, 
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The Royal Commission on Health Insurance of 1924-25 calculated 
that if coverage could have been extended to the dependents 

of insured persons, the number of persons eligible for medical 
benefits would have risen by 16 million. 

At no time did the health insurance program cover 
more than 52 per cent of the total populations In i9ik, 
13,689,200, or about 33 per cent of the total population, were 
said to have been eligible for medical benefits Te ae Act 
The scope of coverage was progressively enlarged by the inter- 
locking of the Widows', Orphans! and Old Age Contributory 
Pensions Act (1925) with the health insurance scheme, (whereby 
all those insured under national health insurance became in- 
surable under the Pensions “Act and jcombined )contributi ons be- 
came payable in respect of both schemes) and by other provi- 
Some such ag those affecting ae unemployed persons in 
1936 and the extension of insurance to juvenile contributors 
in 1938. The percentage of the population covered by the 
scheme remained quite steady at about O per cent from 1928 
to 1935, then increased to 6 per cent in 1938 following these 
provisions. The expansion in industrial activity during the 
war years, together with the entrance of married women into 
insurable employment, and the increase in maximum income <i- 
lowable from £250 to £420 per year in 192, served to increase 
the coverage of the scheme to a peak of 52 per cent in 193. 
By 1947, the last full year of operation, 23,009,774 persons, 
or about li® per cent of the total civilian population of 
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Great Britain were estimated to have been entitled to medical 
benefit under the Act, (1) 

Table I shows the composition of the total insured 
group, under broad headings. It will be noted that in 196 
the great majority of insured persons were covered through 
their membership in Approved Societies. This was the case 
throughout the lifetime of the scheme, although the proportion 
of Approved Society members in the insurance system decreased 
to some extent after the initial year. Deposit contributors 
made up a small percentage of the total insured population. 
From 1914 until the war years, there was a fairly continuous 
decline in this category which was particularly marked after 
1926 with respect to male deposit contributors. Female d3- 
posit contributors, who numbered 96,800 in 191, increased 


fairly steadily after 1925 to a total of 613,000 in 197. 


—— 


(2) 
See Appendix IV for total numbers of insured persons 


1928-197. 
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Table I - ESTIMATED NUMBER AND PERCENTAGE DISTRIBUTION OF PERSONS 
ENTITLED TO BENEFITS UNDER NATIONAL HEALTH INSURANCE, 
GREAT BRITAIN, BY TYPE OF MEMBERSHIP, DECEMBER 31, 196 


ee 


Approved Society Mem- 
CE lire eae ae eae ee te 


Army, Navy and Air 
POR Cemr UNG vit bedi 

Deposit Mee te 

Exempt Persons is 


Source: Report of the Ministry _ a National Insurance one 1949, 
ea MSO, London, 1950) p. 98; Cf. Appendix IV. 


Summarized in Table Li are the ¢ilasses or eameurc. 
persons covered by the scheme, by occupational category and 
by income limit. It should be noted that the” ineome Times 
refer only to eligibility for insurance status, which does 
not necessarily entitle a person to the full benefits of 


the scheme. 
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Table II - MAXIMUM INCOME APPLICABLE TO INSURANCE ELIGIBILITY 
UNDER NATIONAL HEALTH INSURANCE, BY TYPE OF COVERAGE, 
GREAT BRITAIN, 1911, 1918, 1920, 1937 AND 192 


a a a aS a ———. a a a a 
————— —— ———— SS SS 


Maximum Limit for Insurance Bligibility 


Type of Coverage _igui_| aie 1920 1.1937 192 


Ree ee Semi aces. SSS aie 


Compulsory 


Manual Workers No Limit No Limit No Limit No Limit No Limit 
Non-Manual Workers | £160 . £160 £250 £250 pamela 
Juveniles N.A. 1 NA, N.A. No Limit No Limit 
Voluntary 

Formerly Compulsory 
with: 
Five Years! Insur- 

ance No Limit N.A. Nicks N.A. N.A. 


Two Years! Insur- | 
ance | N.A. NoLimit No Limit NoLimit No Limit 
Persons Engaged in: | 

Other Regular Oc- 
| LOO Ne A ce patel, Gyaee ei tye eo 


cupations 
Excepted Employment | | 
Manual No Limit No Limit |No Limit N.A. N.A. 
Non-Manual | £160 £160 | £250 Node do Nae 
ip Mas Seaweed (eee eer OA erg 


NoA. = Not Applicable. 


Source: The National Insurance Act, 1911, and the National 
Health Insurance Act, 1936, as amended. 
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VI BENEFITS 

STATUTORY BENEFITS 
(1) Medical Benefits 

(a) General Practitioner Services 

Insured persons, but not their dependents, were 
entitled to free medical treatment and attendance immediately 
on payment of one contribution, The terms of service for 
insurance medical practitioners stated specifically that "all 
proper and necessary medical services, other than those in- 
volving the application of special skills and experience of a 
degree or kind which general practitioners as a class cannot 
reasonably be expected to possess, shall be provided." In 
short, the medical care provided was that of general practi- 
Loner pervice only. «.lhis service.ineluded oft bce jandisiome 
Vishicwe rt «bhe..patient!s condition required At.) with mo sian 
placed on the number of medical service attendances a patient 
might demand of his own doctor. Treatment or attendance at 
confinement were excluded, but the practitioner was expected 
to provide pre-natal care for insured women. Voluntary con- 
tributors whose total income exceeded £20 were not entitled 
to medical benefits. As an indication of the relative signi- 
ficance of medical benefits under the scheme, it may be noted 
that they amounted in 1947 to 41 per cent of the total expendi- 
ture on benefits. 

The Act entitled an insured person to select the 
medical practitioner of his choice, "subject to the consent of 


the practitioner so selected", and to transfer at Wille to 
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another practitioner at prescribed times. The patient's 
choice was of course limited by the number and distribution 
of insurance practitioners. More particularly, choice was 
limited by the fact that an insured person, to secure treat- 
ment under the Act, was required to select a doctor from the 
approved list of the area in which he resided, and that 
practitioners in any area could distribute insured persons 
amongst themselves if these persons had failed to make a 
selection or had been refused by the practitioner whom they 
had selected: 

The insurance medical service was open to any quali- 
fied medical practitioner who had his name entered on the 
medical list of an Insurance Committee, Practitioners were 
given the right to choose or refuse patients but this right 
was restricted by the fact that the insurance “practitioners 
in any area had to accept collective responsibility for all 
insured persons within that area, Furthermore, an insurance 
practitioner could not have more than 2,500 insured patients 
on his panel without the consent of the Ministry, nor ‘more 
than 1,500 additional patténts for each assistant. 

The Ministry of Health at the time of the Royal 
Commission, (192h-25) made certain investigations into the 
proportion of persons on the lists of panel doctors; the 


evidence was that 


35 percent of the total had lists of under 600 
'"! '" 


30 percent " in ; Ue 500 
elperecent " mt " u u N12 00n5 Side 
lh percent " " i" y Ue Se F000 s-w ore tore 
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In 1938, the average number of insured persons on a practition- 
er's list was about NO) 3 rs ee probability a relatively small 
percentage of panel doctors reached the maximum number U2 500) . 
This suggests that, of the factors restricting & patieniud 
choice of doctor, the limit placed on the number of insured 
patients a practitioner might accept was less significant than 
other considerations such as the comparative distribution of 
insurance practitioners and insured population. 

Although practitioners were expected to keep records 
"in such form as the Minister may from time to time determine" 
for clinical, administrative, and statistical purposes, there 
is evidence(1) that this obligation! presented ait Prculuiesa co 
Goecwors un busy practices, and the records of attendances send 
of certificates issued were not sufficiently accurate to be 
Wecea  cbatistically. However; the Chiel Medical ODfiicer on sine 
Ministry of Health has estimated that in each year 8,000,000 
insured persons, or 50.4 per cent of persons eligible for 
medical benefits in England and Wales, sought medical advice 
and over 50,000,000 attendances were given ‘by the doctors, (2) 

(b) Drugs and Pharmaceutical Services 

Medical treatment and attendance hore included 
"the provision Of proper -and sufficient medicines, (including 
prescribed chemical re-agents) and of the prescribed medical 


and surgical appliances". (3) "One of the fundamental 


(1) Revort of the Ministry of Health for the year ended 31st 
March 1949, Omd. 7910, (HMSO, London, 1950) 5. Pas gnes 

(2) Annual Report of the Chief Medical Officer of the Ministry 
of Health for the year eee On the State of the Public 
Health. (HMSO, London, 1930), Pp» fe. 

(3) National Health ater cues Act; 1936, Part XII, Sec,226 (1). 
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principles in the National Health Insurance scheme was that 
prescribing and dispensing of drugs were required to be separ- 
ated, dispensing being done by pharmacists." (1) There were 
three exceptions in this regard. The practitioner himse if 
was required to supply and not merely to prescribe (a) those 
drugs and supplies which are necessarily or ordinarily admin- 
istered by a practitioner in person, (b) all drugs and supplies 
in rural districts where pharmacists were not available, (c) 
in’all districts, drugs,.é6tc., which were) required om mii 
use where pharmacists were closed, or in cases of emergency. 

A memorandum from the Ministry of Health dated 
December 194.6, commenting on the continuous increase in the 
cost of prescribing, noted that rising cost, presented) 1iseis 
in two aspects (a) the difference observed between the pre- 
scribing costs of individual practitioners within an area, and 
(b) the wide differences between the average prescribing costs 
in different areas of the country. The memorandum concluded 
that some of the area cost differences could be attributed to 
factors under the control of practitioners, the main factor 
being the number of prescriptions issued to each person 
treated. 

As an indication of the volume of prescriptions in- 
Surance oractitioners were called upon to make, we note that 
in England in 1938, 65,416,000 prescriptions were issued, or 


an average of .5 prescriptions per insured person, 


es 


ROW, Harris’. Op.e¢it.. pu, 150, 


ee 


(im 


ae ae 


(67,887,000 and 4.0 in 19h7). In Wales, 2,840,000 official 
prescriptions were dispensed by chemists in 1938, or l. per 
insured person. In contrast, total prescriptions issued in 
1938 in Scotland were 3,003,421, or an average of 1.6 pre- 
scriptions per insured person entitled to receive drugs through 
chemists, (3,640,384 and 1.7 in 197). 

Prescribing practitioners in Scotland issued an 
average of 1,71 prescrintions each in 1937, whereas insurance 
practitioners in England issued an average of ),100 prescrip- 
tions each in the same year. This figure would be much closer 
to h,400 if we were to exclude rural practitioners: who supplied 
drugs themselves, and to consider only prescribing practition- 
ers. The contrast serves to illustrate the much greater re- 
wrence on drugs iin the;practice ef medicine (inlbnglands 

In-theory; no definite restriction was “imposed von 
tnespractitioner as’ regards prescribing, By hae terns iof 
service the practitioner was required to order such drugs and 
prescribed supplies as were requisite for the treatment of any 
patient. While the criterion was not cost, but necessity, the 
total sum available under the Drug Fund acted as a limitation 
on prescribing. The Minister of Health had power to adjudicate 
on "excessive" prescribing in single cases of treatment, but 
not on average costs of a practitioner over a span O1)..61 mG, 

(2) Sickness Benefits 

In addition to medical service benefits, financial 

assistance was provided to certain categories of insured persons 


during periods of incapacity due to illness. Exempt persons, 
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juvenile contributors, and persons over 65 years (or women 
over 60 years), were not entitled to any of “the cash obenefits; 
servicemen were eligible only for maternity benefits. Sick- 
ness (and disablement) benefits were paid at flat rates, with 
no additional rates for dependents. 

Such benefits were dependent upon an insured per- 
son's contributory record. Unlike medical benefits they did 
not begin on the first day; but rather on the cfourth dayvor 
disability. The ordinary rates of sickness benefit were 163% 
a week for men, 13s. for married women, and 15s. a week for 
unmarried women and widows, (1) It. 1s interestingsto notvesthayv 
an industrial worker's sickness benefit amounted to 22 per 
cent of his average weekly wage in 1938, 16 per cent in 192, 
and 1 per cent in 1947, as compared with the Workmen's 
Compensation benefit of from 50 to 67 per cent of his weekly 
wage. 

Sickness benefits were payable after 10) weeks of 
employment in an insurable occupation and 104 weeks of contri- 
butions, and continued for as long as the incapacity existed, 
up to a maximum of 26 weeks in any twelve-month period. Bene= 


fits were payable at the reduced rates of 12s. a week for men, 
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Married women referred to here are those who are employed 
and Lnsured: “Prion to 192, the rates of sickness benefit 
in each case had been 3s. less than the above figures. 
These lower rates had continued unchanged since 1920, with 
it exception that, until 1933, married women had received 
the same weekly benefit (12s.) as single women. Prior to 
1929, married women in the Special Class K category had 


been paid sickness benefits at t 3 
Les he reduced rate ore 7565.2 
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and 10s. 6d. a week for Single and married women and widows 
when only 26 weeks of contributions had been made. Sickness 
benefits could be reduced on account of arrears (except when 
Such arrears were due to involuntary unemployment on the part 
of the insured worker - see page 60) and ceased at 65 years 
of age. This type of benefit was supplemented by those Ap- 
proved. Societies <ini 6 »osittion..to do so, (1) 

To obtain sickness benefits, a sick person had to 
secure from an insurance oractitioner an initial medical certi- 
ficate of incapacity for work. Intermediate certificates were 
given at weekly intervals, except in cases of prolonged in- 
Capacity, and. the insurance practitioner was required to notify 
tae Approved Society by-.means of a final certificate; wasn he 
considered the patient capable of work. 

As an.indication of “the €xteme of claims forsee 
ness benefit, it may be noted that in Scotland in 1938, 17,067 
ippial certificates of incapacity were iesusd, or 22/ cert 
ficates per 1,000 eligible members of Approved Societies. The 
average duration of certified incapacity for work during the 
year was 14,08 days per member. The corresponding fi2ures 2oc 
England and Wales are not obtainable. 

Sickness benefit claims were inspected and controlled 
through sick visitors employed by Approved Societies, usually 
on a part-time basis. In 1922 the Ministry of Health in- 


stituted a system of Regional Medical Officers to decide on 
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(1) See below p. 55. 
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questions of employability. In 1931 the whole problem of 
certification for employment came under review; the Ministry 
carried out a critical study and reported that there was a 
marked and continuous rise in sickness benefits, and that this 
was due mainly to the increase in the number of persons who 
received sickness or disablement benefit although not in- 
canable of work, (1) Sickness benefits in 1947 represented 


31.2 per cent of the total expenditure ‘on benefits: 


(3) Disablement Benefits 

Disablement cash benefits, following an exhaustion 
of 26 weeks of sickness benefits, were paid for as long as the 
incapacity continued, but ceased at age 65 (60 years in the 
case of a woman). The weekly rates of disablement benefit 
amounted to 10s. 6d. for men, 9s. for single women and 8s. for 
married women, Originally these long-term disability benefits 
had amounted to 5s, weekly, regardless of sex, with an in- 
crease to 7s, in the period 1920 to 1933. But im the iatver 
year a distinction was mads between males and females when it 
was shown that women, especially married women, were making 
heavier claims on their Societies for disablement benefits 
than men. The rates for single women were reduced at that 


time to os., and for married women to Ss., remaining unchanged 


until. 19)2; 
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National Health Insurance Joint Committee, Memorandum on 


Certification of Incapacity for Work, Giving: the Results 
of Recent Investigations as to the Causes of Increase of 


Claims to Sickness and Disablement Benef i 
ae IS vO OL eRNG SS ang = tt, aMemo S532 piece 
(London: HMSO, May 1931), p.1o. a 
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Insofar.as the weekly compensation or damages 
awarded under the Workmen's Compensation Acts, the Employer's 
Liability Act or at common law were less than the above- 
mentioned sickness and disablement benefit rates, insured 
persons receiving such compensation or damages were entitled 
to such part only of the sickness or disablement benefit as, 
together with the weekly compensation, would be equal to the 
benefit in question. The general rule was that the injured 
worker received sickness benefit under the Workmen's Compensa- 
tion legislation and medical benefit under the National Health 
Insurance Act. 

These benefits accounted for 16.7 per cent of the 


total expenditure on benefits in 197. 


(4) Maternity Benefits 

The Aét. did not. provide for any médical  treaumenz 
during confinement. However, a lump sum payment of £2(1) was 
made upon a claim filed within six months following confine- 
ment of the wife of an insured man or of a woman who was her- 
self insured. A married woman who was insured received two 
maternity benefits (£4), one from her husband's insurance, 


and one from her own. If her husband was not insured, or not 


eligible for maternity benefit, two benefits were paid from 


her own insurance. Married women who were employed contri- 


butors were required to abstain from work for a period of four 


(1) prtor to 1920 a payment of £13 was made. 
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weeks following confinement, during which time they were not 
entitled to sickness benefit. An Approved Society was author- 
ized to increase the lump sum maternity benefits for both men 
and women if the Society was found to have disposable sur- 
pluses. 

No insured person was entitled to maternity benefit 
until he had paid forty-two weekly contributions, and had been 
credited with twenty-six ‘contributions-=in the? previous year. 

For the last twenty years of the scheme, maternity 
benefits in Great Britain represented only about 5 per cent 


of the total expenditure on all benefits. 


ADDITIONAL BENEFITS 

In addition to statutory cash benefits, an Approved 
Society was authorized to provide extra benefits if quinquen- 
nial valuation showed it to have a "disposable surplus" of 
income over expenditure, in the form either of increases in 
the normal cash sickness, disablement or maternity benerits, 
or of payments towards the cost of certain specified types of 
treatment. These additional benefits played 4 most important 
and much disputed part in the British scheme. The additional 
benefit provision was an attempt to widen the scope of the 
limited statutory benefits by ad hoc arrangements with the 
various Approved Societies, 

There was considerable variation in the aDLLLGY wor 


the Societies to provide benefits, in the selection of addi- 


tional benefits, 


bie 


and in the quality of the same additional 
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benefits when provided by different Approved Societies. Each 
Society made its own decision as to which additional benefits 
it would offer its members, subject to the approval of the 
Minister. 

The Government Actuary's report on the Fifth Valu- 
ation of Approved Societies stated that of the total member- 
ship of all types of Approved Societies in 1939, numbering 
18,168,118 (12,057,040 men and 6,111,078 women), about 88 per 
cent of the men and 81 per cent(1) of the women were members 


of Societies with schemes of additional benefits, (2) 


(1) Treatment Benefits 

Treatment additional benefits “in the form of cash, 
not service, were provided to the members of Societies 
with schemes of additional benefits, after 24 years of member- 
ship. At least 8 per cent of the male members and 61 per 
cent of the female members of such Societies in the United 
Kingdom were entitled to some treatment additional benefits 
in 193. 

Certain forms of treatment, on wen, the Approved 
Societies could meet the cost, either in whole or in part, 


were specified in the Act. These included: 
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(1) This figure would be 64 per cent if one large fund pro- 
viding a scheme of additional benefits of only nominal 
value is excluded. 

About 2% million persons were members of Approved Societies 
without schemes of additional benefits. These figures are 
for the whole United Kingdom. Cf. Government Actuary, 


Fifth Valuation of the Assets and Liabilities of Approved 
Societies, Omd. 6455, (HMSO, London, Lon) Ppa O50 204 
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(1) Medical or surgical advice or treatment beyond 
the scope of medical benefits 
(41) Dental treatment 
(fii) Hospital treatment 
(iv) Convalescent home treatment 
(vy) Maintenance of convalescent homes 
(vi) Medical and surgical appliances 
(vii) Ophthalmic treatment 
(viii) Nursing care 
(ix) Charitable institution treatment 
The member’ had to furnish written appli cavione « or 
all. benefits except numbers (331 )0 Gy). send poast ey aed) 
and medical cerbificates: for 400 ut, is leer oe, 
Before commencing treatment he was required to await the 
Society's written authorization of his application. 
Dental and ophthalmic benefits were the most wide- 
Spread forms of treatment additional benefits offered by 
Approved Societies. Specialist advice was seldom offered, 
except where it was included under hospital services. The 
number of members of Approved Societies who were ell eile stor 
the five major types of treatment benefits in Great Britain 
im 1930 ts shown in Table 21a. Th wilt be noted that wheres 
72 per cent of all members were eligible for dental treatment 
invl9o 38s and 62 per cent were entitled to ophthalmic benefits, 


only 10 per cent were eligible for hospital care. 
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Table III - NUMBER OF MEMBERS OF APPROVED SOCIETIES ENTITLED 
TO TREATMENT ADDITIONAL BENEFITS AND PER CENT OF 
TOTAL MEMBERSHIP, BY TYPE OF BENEFIT AND NATION- 
eae ie NATIONAL HEALTH INSURANCE, DECEMBER ele 


; Per Cent 
Type of Approximate Membership Covered of Total 
Benefit ce Vuk lle 6a oo Approved 
societ 
England Wales i Scotland! Gt.Britain omer 
TI FT ECMO SES 
Dental 11,780,,000/526,065' 1,20) 356) 12 565 ocT as 
Medical & | | | 
Surgical 


| 
Appliances PA, 3S, COO LSD. 7 Gil Be Ogg mie: 12,9h.9,903) 68. 
Convalescent | 


Homes 10,796 ,000}hh6 , 329 | 659,238, 11,901,567 62.9 
Gprthalmic | 10,050;7000\ 472,518) ©. 250,560] 11 ae 105 62y2 
Hospital 1606,000) 57,163). a2m Ne6l. 1 seem ees Tone 
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Source: Twentieth Annual Report of the Ministry of Health, 
(HMSO, London, 1939) pp. 149, 212; Tenth Annual 
Report of the Department of Health for Scotland, 
(HMSO, Edinburgh, 1939), p. 238. 


The disparity ain benef bts extended te men Wand ewonen 
under additional benefit schemes in operation in the United 
Kingdom in April 19,3 is revealed by the numbers of persons, 
shown in Table IV and €hart 1, who were entipfed totoachavpenc— 
fit as a percentage of total membership. (It should be pointed 
out that ophthalmic treatment was excluded from the treatment 


additional benefit schemes of several of the largest Women's 


Funds.) 


CHART 1 
PERCENTAGE OF MEMBERS OF APPROVED SOCIETIES ENTITLED 
TO MAJOR TREATMENT ADDITIONAL BENEFITS, BY SEX,AND TYPE OF 
BENEFIT, NATIONAL HEALTH INSURANCE, UNITED KINGDOM. 
1943 
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Table IV - PERCENTAGE OF TOTAL APPROVED SOCIETY MEMBERSHIP 
ENTITLED TO EACH TYPE OF TREATMENT ADDITIONAL 
BENEFIT, BY BENEFIT AND SEX, UNITED KINGDOM, 19,3. 


—— 


SSS SS SSS === == 
ai 
Type of Benefit Meade eile 
yP Beis 7 __| Men Women | Women _ 
Dental Benefit Bh 61 | 70 
Ophthalmic Benefit Bl 28 65 
Medical and Surgical Appliances |) 80 | 26 62 
Convalescent Homes iro Seis 3 59 
Hospital Benefit PUES / z 10 
tpn rd oD BGs a ee 
Source: Government Actuary, Fifth Valuation of the Assets 
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and Liabilities of Approved Societies, Cmd. 6455, 
(Londons: EMSO. 193). pie) 


(a) Dental Benefit 

Ordinarily Societies paid not Mess than 350 pemycent 
of the cost of dental treatment although as of 196 this 
could be reduced to lO per cent with the approval of the 
Minister. They were not allowed to pay less than 10s, jor 
the full amount if less than 10s.(1) A member of an Approved 
Society who wished to claim dental benefit first had to apply 
to his Society, which sent him a "Dental Letter" which he took 
to the dentist of his choice. _ The dentist, gave on, tne Denrad, 
Letter a description of the work he thought necessary, and the 
Letter was returned to the Society. If the Society hesitated 
to accept the dentist's estimate, it. mieht. weter the: question 
to a Regional Dental Officer of the Ministry. Dn Loess, eons 
Ministry of Health made available the services enh eect cman ANSE 


time Regional Dental Officers to advise both Approved Societies 


CY th 194 this limit was raised to 12s. 6d., and in 1946 to 
15s., exclusive of fees for examination. 
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and dentists on dental treatment matters arising in connection 
with dental treatment proposed and completed for insured 
persons. 

Precise data on the number of insured persons re- 
ceiving dental treatment benefits are not available, but it 
has been estimated that during the prewar years this number 
was between 700,000 and 800,000 annually in England and Wales, 
or 6 per cent of those eligible for such benefits. The cor- 


responding figure for Scotland was 7 per cent. 


(b) Ophthalmic Benefit 

Insured persons entitled to ophthalmic benefits 
could go directly to opticians Tor sight-cesting and precerip— 
tion of spectacles, but had to be seen by their own insurance 
doctors before they could receive ophthalmic treatment. The 
National Ophthalmic Treatment Board was set up in 1928 to 
provide the services of an ophthalmic surgeon at a fee of 
10s, 6d. per examination to all compulsorily insured persons 
and their dependents, whether or not they were entitled to 
ophthalmic benefit, to all voluntary contributors entitled to 
such benefit, and to the general public with incomes below 
£250 a year. Those Societies providing ophthalmic benefits 
were required to pay a minimum of 5s. (7%, 6d. in 1945) to- 
Ward Che ost of sopiice | appliances, 

(c) Hospital, Specialist, Consultant Services 

No hospita specialist or consultant services were 
provided as normal medical benefit services under whe Act ; 
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Among additional benefits actually extended by Approved 
Societies, specialist treatment was limited to the dental and 
ophthalmic services noted above. Some hospital treatment was 
given by certain Approved Societies under their additional 
benefit schemes, but expenditure on hospital benefits in 197 
amounted to only 1,1 per cent of the total expenditure on 
treatment additional benefits, (See Appendix VIII.) 

The approximate membership insured for hospital 
benefits under Approved Societies, was 1,884,889 in 1938, or 
10 per cent of the total Approved Society membership. (See 
Table III). This figure may be compared with a prewar cover- 
age of about-10 million persons under private «voluntary con- 
tributory hospital insurance. Thus 25 per cent of the: total 


population had some type of hospital insurance coverage. 


(2) Cash Benefits 

Concerning the statutory rates the Royal Commission 
on Workmen's Compensation (1940) remarked: "The health in- 
surance scheme was based on a pre-existing voluntary system 
and it was not the intention of Parliament that the rate of 
benefit should be related either to wages the man had received 
or to his necessities, It was to provide a minimum benefit...” 
Additional cash benefits then were authorized to Supplement 
the "minimum" statutory benefits, when the Approved Societies 
were in a position to do so. 


Members of Approved Societies did not become elig- 


ible for cash additional benefits until commencement of the 


eno 


fifth calendar year following the year of admission to the 
Society. 

Roughly three-quarters of the male members of 
Approved Societies offering additional benefits, and one-third 
of the female members, were eligible for cash additional bene- 
fits, The most common rates(1) of payment were 3s) a week for 
men and 1s; for women, in addition to ‘their statutory sickness 
and disablement benefits, That ‘is; a male member temporarily 
incapacitated through illness might «have récéiived the asic 
18s. a week sickness benefit (assuming he had full contribution 
and Insurance status) ‘plus 3s. from is “Society.” Having -in 
mind the lower statutory sickness rates for both unmarried 
(15s.) and married women (13s.), we note that the effect of the 
cash additional benefits that were available through certain 


Societies was to increase the disparity between men and women. 


GENERAL ELIGIBILITY QUALIFICATIONS 
(1) Medical Benefits 

As previously mentioned medical benefits were avail- 
able from the date of a person's entry into insurable employ- 
ment. Voluntary contributors (paying both the employer and 
the employee weekly contribution rate) were entitled to re- 


ceive medical benefits if their ‘total income from “all seurces 


Gh) ha ERE EE MERTON rors ee aT thence 
Forty-seven per cent of the male members of Approved 


Societies were entitled to 3s. or more weekly, and 26 per 
cent of the female members could get at Least We." in 
additional sickness benefits per week. ain the case or 

13 per cent of the male members and 2 per cént of the 


female members, the additional benefits amounted COL> Ss. 
or more weekly. 
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did not exceed £20 per year. If a person was still insured 
on attaining the age of 65 years, his medical benefit con- 


tinued without further contributions, (1) 


(2) Sickness Benefit 


———ae 


Unlike medical benefits, cash benefits during ill- 
ness were based on a minimum period of insurance coverage and 
a minimum number of contributions. In order to qualify for 
receipt of full sickness benefits during a benefit year, 
(January to December), an insured person must have been in- 
sured for 10) weeks, and must have paid 10 contributions 
since entry or last re-entry into insurance, and as well, he 
must have been credited with 50 contributions for the contri- 
bution year terminating at the end of the previous June. 
Twenty-six weeks of insurance and 26 weeks of contributions 
allowed insured persons to receive sickness benefits at a re- 
duced rate. As previously mentioned, the duration of sickness 
benefits was 26 weeks and in counting the 26 weeks, periods 
of incapacitation, separated by intervals of less than ae 
months, were linked together and treated as if they formed a 
single illness. Sickness benefits began only on the fourth 
day of sickness. 

The income restriction on voluntary contributors 


did not apply to sickness or disablement benefits. 


——. 


(1) After 1938, however, employers were required to make 
contributions on behalf of their employees aged 65 years 


Or OVieCr. 
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if a person ceaséd to be insured(1l) ana subsequently 
returned to insurable employment, he was treated as though he 


were becoming insured for the first ime. 


(3) Disablement Benefits 

Bligibility provisions for disablement benefits 
were the same as those required for sickness benefits, except 
that disablement benefits were not payable until 10 contri- 
butions had been made and 26 weeks of sickness benefits at 


the full rate had been exhausted. 


(4) Class K Benefits 
Married women, who were transferred to a special 
class of insurance on ceasing employment within twelve months 
of marriage, were entitled to the following limited benefits: 
(i) sickness benefit at the normal rate (2) tora 
maximum period of six weeks during a period: of 
twelve months from the date of unemployment ; 
(ii) a single maternity benefit of £2, regardless 
of arrears, in respect of the first confinement 
after the date of unemployment and within two 
years trom the date of marriage; 
(iii) medical benefit for a year from the end of the 
half-year in which the date of unemployment 
FeLi Meyer. 
(iv) any additional benefits provided by the Approved 


Societies to which they belonged. 


Ores cae 


(2) See free insurance period, No: (5) below. 


dig cals benefit was paid at the reduced rate of Fen Od ae 
- en Un Gah January; 1929; | 
2 
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(5) Free Insurance Period 

A "free insurance period" averaging about 21 months 
was granted to all members of Approved Societies except 
"Class K women" on ceasing insurable employment, provided 
they had been insurably employed for at least eight weeks be- 
tween such free periods. Such a period continued until June 
30th or December 31st whichever came next before the end of 
a period of two years after ceasing insurable employment. 
During a free insurance period, all types of benefits were 
available. At the end of such a period all benefits ceased 
unless a person resumed employment, or became a voluntary 
contributor or was eligible for "extended insurance". If an 
employed contributor returned to insurable employment, or be- 
eeme 28 voluntary contributor within the free insurance period, 
pewmicil be required to pay arrears for whe period sines ane 
was last insurably employed, unless he had been genuinely 


unemployed throughout this period. 


(6) Unemployment and the Extended Insurance Period 

The "free insurance" described above was extended 
by a further period of one year to an unemployed person pro- 
vided that he had been continuously insured as an employed 
contributor for the ten previous years. and was incapable of 
working or of finding work during all but 12 weeks of the 
free insurance period. Following this extended insurance 
period a person continued in insurance from year to year pro- 


vided he remained "genuinely" unemployed. 


pte 
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During periods of extended insurance, eligible 
persons retained title to medical and maternity benefits and 
to such additional treatment benefits as were provided by 
their Societies, but not to sickness and disablement benefits. 
Upon resumption of insurable employment during such a period, 
and the payment of 26 weekly contributions, a person became 


re-entitled to the full benefits of the Act. 


(7) Arrears 

Persons’ falling into arrears; other Thar chore 
"deemed to have paid contributions" for weeks of sickness or 
genuine unemployment, were allowed to make a lump sum payment 
in cancellation of arrears and so to become eligible for 
medical and other benefits during the following year. During 
1934 and 1935, however, even genuinely unemployed persons 
were required to redeem half their arrears in order to qual- 


ify for the: full benefits of tae Act. 
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VII FINANCES 
SUMMARY OF REVENUE AND EXPENDITURES 

Payments for all medical and cash benefits provided 
by the National Health Insurance Act were made from a special 
Fund established by the Act, called the National Health 
Insurance Fund. 

The Fund had two major sources of revenue: the 
health insurance contributions of employees and employers, and 
grants from the National Exchequer. The contribution rate was 
seu 80 asito meet the. costs’ to the Fund .of all .the benefits 
expected to be drawn by a person entering insurance at age 16 
years, throughout his life. The government grants were set so 
as to provide amounts roughly equivalent to the contributions, 
plus interest, that would have been received from persons 
entering insurance at ages 17 to 65 years had they entered at 
16 years, With a total expenditure in 1938 of BNO met Vion, ae 
will be seen from Table V that the total receipts from contri- 
butions and exchequer grants of £37 million were insufficient 
by themselves to meet the costs of benefits and administration. 
Interest on the investments(1l) of ae National Health Insurance 
Fund, amounting to approximately 15 per cent of the total re- 


ceipts, made up the balance of the Fund's income. _ If the 


(1) Sums not invested by the Societies, or by the Minister on 
their behalf, were invested by the National Debt Commis- 
sioners in securities authorized as investments for 
Savings Banks funds, giving preference to loans under 


the Housing Act, 1936. 
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assumptions regarding the sickness experience (1) and the age 
distribution of the insured population were) iveiids stheny tie 
Pund tcouldbe expected tovremsain isolvernt.. shisha ctiusers ad 

approach to financing the scheme was consistent with the em- 


phasis it placed on cash sickness benefits. 


Table V - AMOUNT AND PERCENTAGE DISTRIBUTION OF RECEIPTS AND 
EXPENDITURE OF THE NATIONAL HEALTH INSURANCE FUND, 
GREAT BRITAIN, 1938 and 197 


a 


Item 


—_————— ee 


Amount Per Cent Amount Per Cent 
£ 0O00's| & OO0O0's 


Receipts 
Contributions 29,079 67.5 39, O10 63.0 
Exchequer Grants 7,506 LAO 154.62 eh..5 
Interest, etc. 6,85 15 ota te (15 eee 
Total ,2lly | ©1000 sF 61,806.) 200.0 
Expenditure | 
Benefits S30 (el da Cha 50,860 b4..9 
Administration 5 988 | 1540 |. .9; 062 | 1591 
= obey oe 138,060 | 100.60: | eeaeeaa men one 
Source: See Appendix Veo iy 


These expenditures were made in respe cty of» 2lya294 O00 
insured persons in 1938, or 23,948,000 in 1947. They are thus 
equivalent to an expenditure of Bi o8 shillings. for every per- 
Son covered in 1938, or 50 Shillings per capita in LOMA ree 


presenting the low and the high during the last twenty years 


a 
NS 
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(Chee i 
Including the assumption that the average rate of one week 
of sickness per member per year could be applied to’all 
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of the scheme. The prewar average per capita expenditure, as 
indicated in Appendix IX, was 0.6 Shillings. The correspond- 
ing per capita receipts in the same two years amounted to 1.8 
Shillings and 51.7 shillings, while the prewar average was 


eng shi lings: 


(1) Contributions 

With a few exceptions, insured persons paid flat-rate 
contributions to the National Health Insurance Fund, varying 
not with the income, the age, nor the employment, but only with 
Chessex of the contributor. “After the last increase in rates 
in 1942, the normal weekly contributions were lld. for men and 
103d. forswomen, of which the employer paid Séd. in each case; 
voluntary contributors paid both the employer and the employee 
share. “Bxceptions to this principle of a uniform rate -for ald 
contributors were made in the cases of the very young and the 
very old, and of those ineligible for certain benefits. Juven- 
ile contributors between the ages of 1) and 16, and their em- 
ployers, each paid 2d. weekly into the Fund; employed persons 
continuing in employment after the age of 65. (00. in the ease of 
women) ceased to pay contributions, but their employers con- 
tinued to pay 53d. weekly on their behalf.(1) In cases where 
the employee earned 3s. a day or less the employer paid the 


full contribution. Contributions of voluntary contributors 


(1) apter January 3, 1938. See pp. 13, 1k. 
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earning more than £420 annually, and, therefore, ineligible 
for medical benefit, were reduced by: 6d... a weekwsrcontribuauone 
of employers on behalf of merchant seamen on foreign-going 
shins (who were not entitled to medical benefit while at sea), 
were reduced by 23d. a week; and contributions on behalf of 
servicemen (who were entitled only to maternity benefits) were 
reduced to 3d. weekly, paid wholly by the "employer" 

Joint contributions under the contributory pensions 
Scheme and the health insurance scheme were paid Dy ait Prine 
a stamp (ordinarily purchased from a post cffice) to the cone 
tributor's card for every week of employment. In the case of 
a voluntary contributor, this action was performed by the 
contributor without regard to weekly employment, In the case 
of an employed contributor, the employer was responsible for 
paying the whole contribution, and in turn deducted from the 
employee's wages the latter's share. 

Total receipts from contributions in 1938 were just 
under £30 million, or 68 per cent of all National Health 
Insurance Fund revenues, Over the whole period, contributions 
on the average amounted to 67 per cent of all revenues, varying 
from a Low of 64.4 per cent in 1931 to a high of 68.5 per cent 


shel 193k, and a wartime high of 68.9 per cent in 19,3. 
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The normal weekly rate of contribution was calcu- 
lated on the basis of the expected sickness experience of a 
person entering the scheme at age 16, At the inception of the 
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scheme in 1911, the contribution rates for men and women were 
moe. sand. bd « respectively; these underwent increases in 1920 to 
meet the higher costs of services, and decreases in 1926 fol- 
lowing the reduced allocation of contributions to reserves and 
contingency funds. With the exceptions noted above, chiefly 
that depending on sex, all insured persons between the ages of 
16 and 65 paid the same uniform contribution rate - that es- 
timated to be equivalent in value to the lifetime demands on 
the scheme of a person entering at age 16 years. In consequence, 
the contributions were not sufficient to cover the expected 
sickness experience of persons becoming insured at any age be- 
tween 17 and 65. To provide for this deficiency, the State 
assumed responsibility for 2/9 (1) (or = in the case of women) 
of athe total cost. of benefits and?’ their: administrationzw » AG the 
same time, a Reserve Value was created and credited to the 
appropriate Society, for each person entering insurance after 
16 years, equivalent to the amount, including interest, that 
would have accumulated had he been contributing to the Fund 
Since the age of 16 years. These were only paper credits and 
had to be gradually redeemed out of the amounts deducted by 
the Minister, from each person's weekly contribution, Lor the 
sinking fund - originally amounting to 2/9 of a man's conbri- 
bution or one and five-ninths pence, and one-quarter of a 
woman's contribution or one and a half pence, Out of this 


sinking fund, interest was paid to the Societies at three per 
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cent on the Reserve Values still outstanding, the balance 
serving to reduce the Reserve Values credited to the Approved 
moe betas: 

The original rates’ of contripution and» bener it were 
based upon an actuarial estimate of 1 week's sickness per mem- 
ber per annum, without regard to occupational or regional 
differences, In fact, it was soon found that some women's 
Societies had sickness rates varying from 0.58 to 3.15 weeks 
per member, per annum, while certain men's Societies varied 
between 0.68 and 1.3 weeks per member. It was obvious that 
Some Societies would realize Surpluses and be able to expand 
their benefits, while others would suffer deficits and nave 6 
curtail their benefits, Apparently the designers of the British 
program considered uniform contributions preferable to uniform 


benefits. 


(3) Exchequer Grants 

The National Exchequer paid into the National Health 
Insurance Fund out of general revenue a sum equal approximately 
WO One=Sixth of the cuctal case of benefits and administration 
under the Act. Before 1926 the State contributed to the Fund 
an amount equal to two-ninths(l) of the total <¢ost of the 
benefits conferred by the Act and the administration of those 
Benefatis’, Following the Royal Commission's recommendations, 
in January, 1926, the State's share was reduced to one-seventh 
in the case of men and one-fifth in the case of women, of the 
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Before 1920 this fraction was ot imithe case: ahewomenn 
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costs of benefits and administration. The whole cost of 
central administration was also borne by “the Wredsuryii ult ois 
of interest to note that under the British scheme, the 
Treasury paid a fixed proportion of the costs of benefits, 
rather than a fixed proportion of the contributions to the 
Fund. 

In 1938, Exchequer Grants amounted to £74 million 
or 17 per cent of total receipts, which percentage was also 
the average for the prewar period; these grants had ranged be- 
tween a high of 19.5 per cent of revenue in 1929 and a low of 
15.9 per cent in 1934. It should be mentioned that, in the 
period 1913 to 1922, supplementary grants had increased the 
Treasury 'sirshare:of the) cost of medical, benefits trom the 
statutory 2/9 to L/9 or lS per cent of medical benefit expendi- 
ture. By 19h7 Exchequer Grants had increased to 25 per cent 
of National Health Insurance Fund receipts, or just double the 
actual amount contributed in 1938, following the sharp increase 


in practitioners! capitation payments in 196. 


TOTAL EXPENDITURES 


It was noted avove (1) that 1938 expenditure on bene- 
fits and administration under the National Health Insurance Act 
in Great Britain was £40 million, The average expenditure in 
the prewar period had been slightly lower than tits 136.1 
million - ranging from a low of £36 ‘ha eles al lapiet gaa 193 to highs 
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(1) Cf. also Appendix V. 
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of £40 million in 1929 and 1939. A sharp increase in expendi- 
ture occurred. during the war, with «costs ‘reaching £50 million 
in 19)/3andi£60 min iton ain HG AR 

It is of interest to note that roughly 0.88 per cent 
of the net national income in 1938 (£4638 million) was spent 
on health insurance, whereas in 1947, with a rising national 
income, this proportion had dropped to 0.67 per cent, As may 
be determined from Appendix XI, health insurance costs shienntiee 
to 21 per cent of the total cost of all the social insurance 
programs, and 10 per cent (1) of the cost of all’ social services 
in the prewar period. Chart 2 shows the relative size of ex- 
penditures on health insurance as compared with expenditures 


on each of the other social services in the fiscal year 


LOBOS 


BENEFIT EXPENDITURES 

Of the expenditures in any year out of the National 
Health Insurance Fund on statutory and additional benefits, 
cash benefits accounted for a prewar high of 62 per cent in 
1929, and for a low of 55 per cent in L930, ‘or tan average of 
59 per cent in the intervening period. (2) Thus, average ex- 
penditure on treatment benefits during the period amounted to 
approximately hl per cent of total benefit expenditures. 

The total expenditure for the major classes of bene- 


fits in 1938 and 1947 is indicated in Table Wiel 
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(1) 


Twelve per cent if public health costs are excluded. 
See Appendix VI. 
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CHART 2 
PERCENTAGE DISTRIBUTION OF EXPENDITURES 
ON SOCIAL SERVICES AND ON HEALTH INSURANCE 
BENEFITS, GREAT BRITAIN,1938. 


SOCIAL SERVICE EXPENDITURES, 1938-39 
(£437,884, 000) 


Blind Pensions 
Workmen's 


Lunacy and 
Mental Deficiency 


HEALTH INSURANCE BENEFIT EXPENDITURES, 1938 
(£33,972,000 ) 


Medical 
Attendance 


(aay 
30:8 % Sickness 


8-975 
Pharmaceutical 
Maternity Ay : 


Disablement 


Appendices VI,Ull and XI 


Source : 
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Table VI - AMOUNT AND PERCENTAGE DISTRIBUTION OF BENEFIT 
EXPENDITURE BY TYPE OF BENEFIT, NATIONAL HEALTH 
INSURANCE, GREAT BRITAIN, 1938 and 197 


aaa Gene an ene a 
Type of Benefit Amount | Per Cent] Amount [Per Cent 
zi | rire —_ £000's | £000's 
Treatment Benefits 153008 te 1a, | 23, 868 | Lupe 
Statutory Medical(1) FIZ. 250 SOC!) ea eos se nie 
Additional (2) | eae, O.2 ieee 5.6 
j 
Cash Benefits [20.008 Fe aug 20092 5 uO 
Sickness 10,475 Lee O aaa Slice 
Disablement 5; JOON Ten Oe | CC, ous ies 
Maternity 7 Ow CRY Sime O10 Sank 


Total our 1O0%0 50,860| 100.0 


spource: Appendix VI 
(1) General Practitioner treatment and draces 
(2) Cash indemnification for dental, ophthalmic, hospital, 
and other expenses. 

(1) Treatment Benefits 

It can be seen from Table VI that expenditure on 
treatment (1) benefits in 1938 amounted to flb mi Tones Gr ls 
per cent of total benefit expenditures, By 19)7, with the in- 
crease in capitation payments, this proportion had increased 
to h7 per cent, although absolute expenditure on additional 
benefits had actually decreased. 

(a) Statutory Medical Benefits 

Expenditure on medical benefits, including drugs, 
remained quite steady at £10 million between 1928 and 1935, 


ranging between a low of £9,970,000 in 1932 when a 10 per cent 
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emergency PEGuctvion An practitioners' and chemists! remuneration 
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(a) Treatment additional benefits were in the. nature of cach 
indemnification rather than: direct services; 
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was imposed, and a high of £10,689,000 in 1931. In this same 
period, the cost of medical benefit varied from 30.0 per cent 
of total benefit costs in 1929 to 33. per cent in 1935. (See 
Appendix VI.) 

With the repeal of the emergency reduction of fees 
order in 1935, the new agreements for the remuneration of 
chemists negotiated in 1936 ana 1938, and the increase in 
practitioners' capitation fees in 192, 19h, and 196, ex- 
penditure on medical benefits rose considerably over this later 
period, °*trom a low of £10,051) 000 vin=1930' "tote hienh of 
Pei Ol> O00 In 197) as’ Table Vir indicates i “Pheserexpendi— 
tures represented 33.3 per cent and 1. per cent of the total 


Cost of benefits in these years, 


Table VII - EXPENDITURES ON STATUTORY MEDICAL BENEFITS, 
1928-197 
(£000's) 


fO22 "= 105093 1933 °= 10,165 1938 = 127259 ~ 1ON8 =" 13 eee 
1929 <— 10,338. 193, - 10,072 , 1939c8 12,412 9 LOW, Uy 75 
Mono 10,20))" “1935 - 10,386 1940 = 12,190 “Tous = Iolo 
eo ee 0, 609 1036 == 1G. G5 1 .6 5 ON a ee ge 1946 - 18,1 
eee 8918 1657 = 1,306 LOW aloe 1947 - 21,045 


Source: See Appendix V, n. 


In 1938, 11.6 shillings were spent on medical bene- 


fits for every insured person, (1) including (2./ shillings per 


er ee a 
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(1) see Appendix IX. This figure would be closer to le shil- 
lings per capita if only insured persons who were eligible 
to receive medical benefits were considered, that is, if 
such categories as service personnel and voluntary contri- 
butors receiving over £420 income were excluded, 
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capita on drugs. By 191.7, these rates had increased to ee 
shillings and 5 shillings respectively. 

ihe .chiet items of which medical Vbenet wi eons uae 
were medical attendance and pharmaceutical supplies (1) with 
practitioners! capitation payments accounting for roughly 73 
per cent, and chemists! receipts 21 per cent of the total costs 
of medical benefits. The remaining expenditures included mile- 
age payments to rural doctors, 3 per cent, and payments for 
drugs dispensed by practitioners, 2 per cent, 

(b) Treatment Additional Benefits 

Expenditure on additional benefits in the pre-war 
period was fairly stable at 9 per cent of the cost of total 
benefits, ranging from a low of 8.1 per cent in 1929 to a high 
of 10.2 per cent in 1930. This proportion gradually decreased 
during the war years to 5 per cent in 1942, where it remained. 
(See Appendix VI). Additional benefit costs varied from a 
high of £3,359,000 in 1930 to a low of £2,086,000 in LOM. 
with expenditures(2) on the chief types of additional benefits 
in 1939 and 19147 as indicated in Rabie irl iy 

It will be noted that expenditure on hospital bene- 
fits was the lowest of all additional benefit expenditures, 
while that on dental benefits was consistently the highest, as 
Shown in detail in Appendix VIII: ‘Orie of the greatest limita- 


tions of the National Health Insurance scheme was that only 


es 
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. 


See Appendix VII. 


( See Appendix VIII for the detailed expenditures on various 
additional benefits between 1928 and ike hts 
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Table VIII - AMOUNT AND PERCENTAGE DISTRIBUTION OF TREATMENT 
ADDITIONAL BENEFIT EXPENDITURES, GREAT BRITAIN, 
1939 AND 19,7 


eee A a 
1939 | 1947 
Benefit — ST een eae i ee 
/ Amount Per Cent Amount Per Cent 
(E0007 S) | (£000's)) 
{ 
Dental 72.8 L7LOes |e oboe 
Ophthalmic Ieee TOO ai 2506 
Appliances Teas Hey 6.2 
Convalescent Homes 3.3 65 | only 
Hospital Lan cel 7) 131 
Other In Pa 65 | 25h 
Total 100.0 wets war ie weenie 
casa Mls NEE ei a NE ach ieee Gal Se a 


Source: Report of the Ministry of National Insurance 1 - 
Toh9, (London: HMSO, 1950), p. 6&2. 


2 million workers were eligible for hospital benefits by reason 
of their insurance. However, it must be remembered that ten 
million persons were enrolled in private hospitalization schemes, 
and that voluntary hospitals gave free or low-cost care to those 
who were unable to meet the full costs. Because only 10 per 
cent of all Approved Society members were éntitled to hospital 
benefits, this limited expenditure of £40,000 in 1939 repre- 
sented an outlay of 5.09 pence per eligible person. Table IX 
shows that per capita expenditures on additional benefits in 
1939, particularly on hospital benefits, were considerably 

lower than the amounts set aside for such expenditures, in- 


dicating that full use was not made of those benefits that 


were available. 
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Table IX - PER CAPITA ALLOCATION AND EXPENDITURE ON TREATMENT 
ADDITIONAL BENEFITS, PER PERSON ELIGIBLE FOR BACH 
TYPH OF BENEFIT, 1939 


(pence) 


ee eee 
—————— = 
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ivype of Benefit 


1939 


Expenditures 


Allocations 


Dental Seeack 
Ophthalmic Ole 
Hospital pa 
Appliances Care 
Convalescent Homes 1.9 
Source: Report of the Ministry of National Insurance 19hih - 
Toh9, (London: HMSO, 1950); p. 62; cf. also Table 
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(2) Cash Benefits 

The chief types of cash benefit extended by the 
National Health Insurance Act were Sickness, disablement, and 
maternity benefits, as described in Chapter VI. 

(a) Sickness Benefits 

Expenditure on sickness benefits varied from a slow 
of £9.8 million in 193k. to a high of £19+1 -miltion an 19hh. 
AS a proportion of total expenditure on all benefits; the .cdst 
of sickness benefits fluctuated from about SGeper véent in 1929 
to less than 31 per cent in 1939; and to 8 shieh vot lie 6 per 
cent in 19)43(1) following the 1942 increase in rates of bene- 
Lbs) POP acourses itt shoulaube noted that, during the depression 
years, unemployed persons benefitting from a period of extended 
insurance were not entitled to sickness benefits. As indicated 
above, expenditure on Sickness benefits in 1938 amounted to 


(1) 


a ee rte 


See Appendix VI. 
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$205475 ,000;,.0r 11.34 shillings for each person eligible for 
this type of benefit, 

(b) Disablement Benefits 

The proportion of total benefit expenditure allocated 
to disablement benefits remained fairly steady throughout this 
period, varying from 20.9 per cent in 193h to 16.2 per cent in 
1941. Expenditure on these long-term disability benefits 
reached a low of £6,077,000 in 1931, and a high of £8,619,000 
in 1946. As already noted, 1938 expenditures amounted to 
£6,380,000, or 7.05 shillings for each person eligible for 
disablement benefits. 

(c) Maternity Benefits 

Expenditure on maternity benefits varied between 
5.7 per cent of total benefit expenditures in 1931 and 4.3 per 
cent in 1945, reaching a low of £1,575,000 in 1933 and a high 
of £2,018;000 in 197. Expenditure on this benefit in 1936 
was £1,748,000 or 1.73 shillings for each person eligible for 


maternity benefits. 


ADMINISTRATIVE EXPENDITURES 


a 


In 1938 and in 1947, expenditure on the administra- 
tion of the health insurance program amounted to 15 per cent 
ofeytoevel expenditures, or S;6s, and 7.58. per insured person 
respectively. Of these administration costs, the Approved 
Societies spent almost 75 per cent, the Central Administration 
18 per cent, and the Insurance Committees only 8 per cent. In 
terms of the value of benefits handled by each administrative 


M-y1 
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agency, keeping in mind the fact that the Societies were 
responsible for payment of cash and additional Ceneii tore eard 
for checking on eligibility, incapacitation, and movement of 
members, while the Committees were responsible for maintain— 
ing doctors! panels, remunerating practitioners and pricing 
and paying pharmaceutical accounts, it is interesting to note 
that £1 was spent on administration of every £6 paid out by 
the Approved Societies and of every £26 handled by the 


Insurance Committees, 


Sie 
VIII METHODS AND RATES OF PAYMENT FOR PROFESSIONAL SERVICES 


ALLOCATION OF REVENUES 

All contributions and Exchequer Grants under the 
National Health Insurance Act were paid into the National Health 
Insurance Fund, which was under the control and supervision of 
the Minister. Out of this Fund the Minister paid 9.6d. from 
each weekly contribution (9.55d. in the case of women) into the 
Benefit Fund, and the remainder into the Sinking and Contin- 
gencies: Funds. 

Payments into the Benefit Fund were equivalent to 
41.6 shillings (or 1.) per person annually, and were augmented 
by the previously-mentioned Treasury grant of 1/7 (1/5) of the 
total cost of benefits and their administration. (1) Out of the 
Benefit Fund, 144 shillings per person entitled to medical 
benefits were allotted annually to the Medical Benefit Fund af- 
ter pone, Wey and the remainder was credited to the account of 
the appropriate Approved Society, of which the person was a 
member, or to the Deposit Contributors’ Fund. Addtidtonede st roas= 
ury grants were made at times to supplement these sums. 

The Medical Benefit Fund in turn was distributed 
among certain subsidiary Funds as depicted in Chart 3. Amounts 


were paid each year into 


(1) the Central Practitioners' Fund on a capitation 


basis, 


(1) 
See p. 66. 
(2) The eee allotment of 6s. was increased to 9a¢ din L9old, 


to 948s. in 1920, and to 13s. in 19é7. 
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(ii) the Central Mileage Fund as determined by the 
Minister, 
(iii) the Chemists' Central Fund on either a capita- 
tion or a cost-of-service basis, 

(iv) the Practitioners! Drugs Accounts of the Insur- 

ance Committee on a cost basis, 

(v) the Institutions! Funds of the Insurance Com- 

mittees on a cost basis) and 

(vi) the Administration Accounts of the Insurance 

Committees, not exceeding 6d. per person 
annually. 

Bach Approved Society was credited annually with the 
amounts remaining to its credit in'the Benefit Fund in respect 
of each of its members. From these amounts were met the claims 
of its members for cash Sickness, disablement, and maternity 
benefits, A Society whose members had below-average sickness 
experience would thus accumulate a considerable surplus in its 
account, which surplus would be available, after the next quin- 
quennial valuation by the Government Actuary, for implementing 


those additional benefit programs approved by the Minister. 


REMUNERATION OF PRACTITIONERS 

From the commencement of medical benefits in 1913, 
there were two major sources of revenue for insurance practi- 
tioners - capitation payments for each insurance patient on the 
doctor's list (although at the outset a few areas chose to pay 


their doctors on an "attendance" rather than "capitation" basis), 


ms 


“Q€6T ‘sUOTQBTNZey 4FJoueg [TBVOTPOW “I°H'N pues ‘Q€6T ‘4QOW SOUBANSUL UITBEH TeUCTIeN :e0Unog 


(T¥O001} 
SINNOOOV 
NOILVULSININAV 


(1V907) 
SEINQNOOOV Sspnud 
iSUANOILILOVHd 


(IVO07T) 
iSLSINAHO 


(TV00T) 
SANNW sSNOILALIDLSNI 


(TVO0'T) 
SAGNNa ADVATIN 


(TV00T) 
iSYUANOLTLILOVUd 


SCN a Sanna 


anna 
tSYHNOITLILOVYd IWYLNHO 


CNN 
IVYULNHO :SLSINHHO 


pean: et] ee 


GNNW HOuOud HIV SLNNOOOV CNN 4 CN Nf 
GNV “XAVN ‘AWHV sSHILEAIOOS GCHAOUddV LIWHNad TVOICHN ISYOLNATULNOO LISOddd 


qNna 
GHOVATIN ‘IVYLNAD 


- 79 - 


GNNd LIvaNad 


GNN4 ‘IVHLNGD UNV 
GNA SHIONHONILNOO 


CNN 
ONIMNIS 


GNNa HONVYNSNI 
HLTVSH ‘IVNOILVN 


SNOILNAIYLNOO 
YaNOAHOXG 


SNOT LOGI YLNOOD 
1s SYURHAO TING 


SNOTLNATYLNOD 
iSNOSYAd CHYNSNT 


LSAYALNI 


2461 ‘NIVLINA LVAD ‘AONVYNSNI HLIVEH IVNOILVN JO AYALONYLS IVIONWNId 


€ LYVHO 


ou 


and payments for drugs dispensed by practitioners. In addition, 
mileage payments were made to rural doctors in areas where com- 
munications were difficultywand small sums were set astde for 
providing telephones, automobiles, etc. in depressed or 
sparsely-settled areas. The percentage distribution of medical 
benefit expenditure on these items in the pre-1939 Dervod Ls 


Civern. i Appendix Le 


(1) The Capitation Method 

The British scheme remunerated the insurance doctors 
on a capitation basis, each practitioner receiving a fixed sum 
for every insured person on his "panel", Actually, the Act 
permitted each Insurance Committee to determine the method of 
ee ee to be followed in its area - on the basis of either 
the size of a practitioner's list, or the attendances or services 
he rendered to insured persons, (1) However) after 1920 e207 
areas employed the capitation method. The sum paid into the 


Central Practitioner's Funa (2) was 9s. for each person eligible 


ae 


a pe 


(1) In addition. Institutions, whose insured employees were en- 


titled to obtain treatment and drugs from them, were paid 
by the Insurance Committees, out of special "Institutions! 
Funds", “either the cost of the treatment and drugs they 
Supplied to these persons, or the amount that would have 
beén spent by the Committees if these persons had been en- 
titled to medical benefits in the ordinary way, whichever 
was less: 

The per capita sum to be paid each year into this Fund from 
the Medical Benefit Fund was agreed upon by the Minister 
and the British Medical Association; the allocation of this 
Fund among the various Insurance Committees was determined 
by the Minister, with the advice of the Medical Distribu- 
tion Committee, on the basis of the number of residents in 
each area. The Central Practitioners' Fund amounted in 


1930) te 20.,656 000 or £465 per insurance practitioner, of 
whom there were about 193000; 


oe.) tee 


to receive practitioner treatment in the immediate prewar 
period; after certain small deductions for emergency and tem- 
porary resident treatment, this amount was distributed among 
practitioners according to the number of patients on their 
panels; 

The original sum of 6 shillings per capita - based 
on the experience of contract practice before 1911 - was never 
accepted by the medical profession. The Treasury agreed to 
supplement (1) this amount by 23s. and to require certain con- 
ditions as to the adequacy of service and medical certification. 
An additional 6d. was earmarked from sanatorium benefits on 
Condition. that practitioners would be responsible for the 
domiciliary treatment of tuberculosis patients, Of this total 
of 9s.;,; 78. was set aside for the practitioners, and 13s. for 
the suppliers of drugs. The remaining 6d. (called the "float- 
ing sixpence") was paid to the chemists if the average per 
capita cost of drugs prescribed by the doctors amounted to Sy, 
However, if, by curtailing the prescriptions they issued, the 
doctors were able to reduce the average per capita GOs be Ot 
drugs dispensed in the area below es., the difference - up to 
a2 maximum of 6d. - was paid into the Practitioners! Fund and 
distributed among the doctors on a capitation basis. 

In 1920 a new sum of lls. per capita for practition- 


ers was set by arbitration, and the floating sixpence abolished. 


At the same time mileage payments to rural doctors were greatly 
2260 SS ee ee 


(1) Treasury supplements were paid until 1927. 
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increased, (1) The rate was reduced to 93s. per capita in 1922 
as am‘economy measure, and was set by arbitration at gs, (2) smal 
192 at which amount it remained until 192. However, from 
October 1931 until June 193), and from June 193) to June 1935 
the panel practitioners accepted an emergency reduction in this 
rate, of (10 per .cent and 5 perrvcent respectively.) Wien the 
wartime increase in the cost of living, the payment was in- 
creased to 9s. 9d; in 192 and to D0sin'Gd | at the Suda wer Golo 
With the publication of the Spens Report recommendations, the 
rate was again increased to 15s, 6d. in 19,6, (3) plus a 6d. 
Supplement for each patient invalided out of the Armed 


Services, 


(2) The Attendance Method 

Although each Insurance Committee could choose its 
own method of remunerating doctors, by 191h every area except 
Manchester and Salford had rejected the attendance or fee-for- 
service system as being unsatisfactory. These two areas 


adopted fee schedules Showing the relative values of each type 


(1) Brom £34,000 for England and Wales in 1911 to £300,000 in 
1920, Between 192) and 1938 the amount remained almost 
unchanged at £2)0,000. These payments, designed to augment 
the low incomes of rural practitioners and to compensate 
them for the expense and time involved in travelling, were 
based on the number of patients on each dootor's* 173 Hand 
their proximity to his residence. The Minister; on the 
advice of the Medical Distribution Committee created a 
Central Mileage Fund every year, which was allocated to 
certain of the Insurance Committees in areas with special 

(2) communication difficulties. 

“‘ This rate was set byt ay Court) of Inquiry after the Minister 
had offered a rate of 8a: for 5 years, and 90 per cent of 

(3) the insurance doctors had tendered their resignations, 

See pp.07,145 réincrease in Exchequer Grants. 
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of practitioner service which were applied to the monthly 
records submitted by each doctor of the number of such ser- 
vices he had performed. The total pool for each area was 
distributed in proportion to the total of each doctor's 
accounts. This system was found to have certain disadvantages. 
Not only did it entail a complex accounting system, but it was 
saia (1) that it penalized skilful practitioners who achieved 
success with a minimum number of attendances. In Manchester 
the average total value of services rendered by Jareandoetors 

to each insured person treated during the month was determined 
from the accounts submitted. The account of any practitioner 
whose average monthly charges per patient treated exceeded 

this area average was reduced to the average scale, and dis- 
tribution of the pool was then made on the basis of the accounts 
so reduced. In Salford the average number of attendances per 
person was determined, and the attendances of practitioners who 
exceeded the average were reduced to that average. However, 
since the inclusion of unnecessary attendances brought up the 
average, an arbitrary standard of the number of attendances the 
practitioner should make was set, based on the average attend- 
ances of certain practitioners over previous years. This re- 
quired intimate knowledge of the practitioner and the type of 
work he did; and necessitated the close cooperation of in- 


dividual practitioners and the Insurance Committee. These 


ee —— 


(1) Cf. G.F. McCleary, National Health Insurance, (London, 
Hee; Gewlss@ors719392).;) p.. diy. 
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complex systems were said to have so nearly approached the 
capitation system in operation, that the latter method of re- 
muneration was adopted in Salford in 1927 and in Manchester 
im O26" 

The attendance or fee-for-service method was also 
used to remunerate dentists for their insurance work. A scale 
of fees for specific dental ‘services that dentists might claim 
for treating insurance patients was negotiated by the Ministry 
and the Dental Board. These were set forth in the Dental 
Benefit Regulations of the National Health Insurance Act in 


1936, undergoing upward revisions in 19) and again in 19h6. 


(3) Payments for Drugs 


At different times two methods were used under the 
British scheme for reimbursing doctors for the costs of emer- 
gency drugs; or those of necessity administered by the doctor. 
Originally a per capita payment of ls. 3d. for every 100 per- 
sons on a practitioner's panel was made for this purpose. After 
1933, doctors could order these drugs on the regular prescrip p= 
tion forms, or claim repayment from the Insurance Committees, 
Rural practitioners who were required to supply drugs to their 
insured patients could elect to be paid either on the basis of 
the costs jof ‘these drugs.-aseetironrnn ine tie Drug? Tarit iiator 
by a per capita payment for each patient entitled to receive 
Such drugs. This payment taenenced from 2a di 1Ol2torcee ta 
in 19277; 38] Od. inv1ol>) “and ee 9d. in 1947. Dispensing 


doctors in Scotland were paid a capitation fee based on the 
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average cost per person of the medicines and Supplies provided 
by chemists in that area in the previous year. 

The Insurance Committees submitted returns to the 
Minister showing the amounts paid by them to practitioners for 
the provision of drugs and supplies to insured persons; im iturn 
they were reimbursed for these expenses by amounts which were 
credited to their Practitioners' Drugs Account. Practitioners 
were paid £20,000 for this service in MONEY 3 a £500,000 in 
1947, of which only h per cent and 6 per cent respectively 


went to Scottish doctors, 


(4) Practitioners' Incomes 

Insurance’ practitioners, with anvaverage panel in 
1938 of 1037 persons, earned an average of £466.6 from their 
insurance practices; on the basis of a 9s: capitation fése,; 
apart from their income from special mileage payments or from 
the provision of drugs: The median income of general practi- 
tioners from all sources was £1000 in the same year. 

A survey of practitioners' incomes in 1936-1938 
carried out for the Spens Committee on Practitioners' Remuner- 
ation(1) revealed that 33 per cent of general practitioners 
received net incomes of less than £800 annually in this period, 
50 per cent received iess than £1000, 7/7 per, cent lesa risa 
£1400, and 95 per cent less than £2000. It is interesting. to 


compare these incomes with those received by dentists, 
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(1) ini f Health, Report of the Inter-Departmental Com- 
eae neral Practitioners, Omd. 6810, 
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specialists and income taxpayers in 1938. A survey of dentists! 
incomes indicated that 57 per cent of dental practitioners re- 
ceived less than £800, while 95 per cent of the dentists re- 
ceived less than £2000. In the same year, 2 per cent of 
Specialists received less than £1000, and 60 per cent of the 
specialists received less than £2000, in net annual incomes. As 
indicated in Appendix X, and as shown in Chart 4, in this same 
period, (5 iper® cent ot. aiid taxpayers earned net incomes of less 


than £400, and 91 per cent earned less than £800. 


REMUNERATION OF CHEMISTS 

Chemists supplying drugs and medical Suppliss to. in- 
sured persons were remunerated on a cost-of-service basis, “as 
sel forth in asorice Vist tof drugs normally supplied, called 
tne Drug Tari’? .:- Capitation payments of 2s. per person en- 
titled to obtain drugs from a chemist were paid into the 
Chemists! Central Fund out of the Medical Benefit Fund every 
year between 1912 and 1927, reduced by the portion ‘of “the 
"floating sixpence" described in the previous section shat 
went to the practitioner. This payment was increased to 
Baio Bye in OATS ard Sale at aie ane 1936. The Fund was dis- 
tributed among the Insurance Committees, with the advice of 
the Pharmaceutical Distribution Committee, on the basis of the 
accounts furnished the Ministry by each Committee. 

Originally the chemists submitted accounts to the 
Insurance Committees for the costs of drugs they had Supplied. 


De Gas? cost..or drugs in any area exceeded 2s, perycapltagutne 


ee 
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CHART 4 
CUMULATIVE PERCENTAGE DISTRIBUTION OF ANNUAL 
INCOMES OF INCOME TAXPAYERS, DENTISTS, GENERAL 
PRACTITIONERS AND SPECIALISTS, GREAT BRITAIN, 1938. 
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accounts of all chemists in the region were discounted 
accordingly; however, special Treasury grants were made if ‘the 
discount reached 15 per cent. In 1916, with the adoption of a 
new drug tariff designed to meet ingredient and overhead costs 
plus dispensing fees, the Treasury assumed the risk of meeting 
the full cost of chemists! accounts as priced by the new 
Pricing Bureaux of the Insurance Committees, wherever the 
Chemists! Fund of an Insurance Committee was insufficient to 
meet these total cGogts’. 

In 1927 a new agreement was reached with the National 
Pharmaceuti cad Union whereby the costs of drugs Supplied in- 
sured persons would constitute a first charge on the Chemists! 
Fund, and dispensing fees would be discounted if necessary, (1) 
Despite attempts in 1933 and 1936 to make the payments to 
chemists conform to the actual costs of the services they pro- 
vided, by increasing the capitation payment and arranging for 
Supplementary payments out of balance in the Medical Benefit 
Fund when necessary, the costs continued to exceed the sums 


available, (é) So a new five-year agreement, effective in 


——— 
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Discounts of 12 per cent were necessary in 1927 and 1933, 
of 5 per Gere Halo, ang 19850 and of f per cent in wtes7; 
premiums of lh per Pont, eUisper cent. 16 per cent and ) per 
cent were paid in 1920, 1930, 1931 and 1932 respectively. 


Emergency reductions of 10 per cent ana 6.3 per cent were 
imposed during the depression years 1932 to 19035.) Tere 
was never any need to discount the accounts of Scottish 
chemists, who received the current wholesale prices of the 
ingredients Used, pilus 4 percentage of profit and a dis- 
(2) pensing fee for medicaments. 
Per capita costs of drugs were as follows: 193i, oon dace 
EV S 2) D825 LOS Gerald 6h Osea | ed.,; and 1938 335. ileu 
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January 193%, whereby the chemists would receive payment in 
full for all medicines and supplies provided by them, revived 
the pre-1927 system of remuneration. The Minister determined 


the amount to be appropriated each year for this purpose out 


of the Medical Benefit Fund. 


juatinge WeaiRaere Maisie adeaiiaden martes 
| ma : ty 7 


“ Seeivgny ltigdaw bind a hagbem: 
ens : anes 
ee ott 8 Wwreieateh ee. 20 Satara ii 


a 


1s besaban rage weer cia 
iS 
, Pda yk ace . 


if Ad 


oa 


u pen, 


- gl - 
IX ADMINISTRATION 


ADMINISTRATIVE FRAMEWORK 
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The health insurance provisions of the National 
Insurance Act were originally administered by a group of In- 
Surance Commissioners in each national area. Bight Commission- 
ers in England, and five each in Scotland, Wales, and Ireland 
were appointed by the Treasury, with each group including at 
least one general practitioner. To assist it. in administering 
the Act, each of these groups in turn appointed an Advisory 
Committee consisting of representatives of employers! associ- 
ations, womens! organizations, Approved Societies, and the 
British Medical Association. A National Health Insurance Joint 
Committee representing the Commissioners in each area, together 
with a Treasury-appointed Chairman, was responsible for co- 
ordinating the finances of the Funds in each country. 

None of the Commissioners had any special experience 
in public health administration, and so concentrated their 
attention on the financial, actuarial, and legal aspects of the 
program. But in 1919, with the creation of a new Ministry of 
Health for England and Wales, and a Scottish Board of Health, 
the Insurance Gommissions were replaced by these "Central 
The National Health Insurance Joint Committee 


Departments". 


was composed much as before, with representatives from each 


national area having the same responsibilities, but it was no 


longer subordinate to the Treasury. The Advisory Committees 
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were succeeded by Consultative Councils, appointed by the 
Manister. of Health, (1) to be consulted concerning, proposals 
for amending legislation, or matters affecting the Approved 
DOC LE ties 

The Minister had fairly wide discretionary powers 
under the Act, including the right to alter the ruies of 
Approved Societies, and to approve any additional benefit 
schemes proposed by Societies or any practitioner-remuneration 
Systems favoured by Insurance Committees that conformed to the 
requirements of the Act. One of his most important functions 
was to determine the methods and rates of payment to insurance 
doctors and pharmacists, through negotiations with their 
national representatives, (2) The agreements reached provided 
the basis for the contracts drawn up between the local Insur- 
ance Committees and the individual suppliers of services. Fur- 
ther, he also was responsible for distributing among the 
Insurance Committees the contents of the Central Practitioners! 
Fund, the Central Mileage Fund, and the Chemists! Central Fund, 
on the advice of his Medical Distribution and Pharmaceutical 


Distribution Committees, whose members he appointed. (3) 


——— 


(1) 
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In Scotland, by the Secretary of State, in Northern 
Ireland, by the Minister of Labour. Northern Ireland has 
been excluded from this bulletin since iGe,r neat on 
Insurance Act gave only cash benefits. 
The Insurance Acts Committee appointed by the Mike SoS 
(3) members of the National Pharmaceutical Union. . 
These Committees of necessity included insurance practi- 
tioners and registered pharmacists respectively. 
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After 1920 the Minister was assisted by a staff of 
Regional Medical Officers(1l) who advisea in cases of doubt as 
to the insured person's incapacity, investigated complaints of 
excessive prescribing, and inspected the insurance records 
which insurance practitioners were required to keep for 
statistical purposes. These officers were available for con- 
Sultation in cases where insurance doctors wished the support 
of a second medical opinion. Similarly, the staff of Regional 
Dental Officers might be called upon to examine insured persons 
in cases where the Approved Society extending dental benefit 
disputed the need for the treatment proposed by a dentist, or 
where the dentist wanted the advice of a consultant. 

The creation of the Ministry of Health in England in 
1919 was accompanied by the establishment of a Central Clear- 
ing Office, administered by the Central Index Committee (a 
joint creation of all the local Insurance Committees), to keep 
a record of the members of Approved Societies entitled to medi- 


cal benefits and a note of their movements between Insurance 


Committee areas. 


(2) Approved Societies 


Prior to 1911, sickness benefits had been administered 


by Friendly Societies or trade unions, as well as by the com- 


mercial insurance companies, whose support was considered es- 


sential to the success of the Government's original bill. Two 


-_——_————-—— —= 


(1) Th i i tare sisted of 5 Divisional Medi- 
e Regional Medical Sta con 
cal iat ones 33 Regional Medical Officers, and 21 Deputy 
Regional Medical Officers in England and Wales. 


——— 
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outstanding concessions were made= to bring the frienaly 
societies and the industrial insurance companies into the 
scheme to secure their support for the whole measure: in place 
of a program operated solely by the State, a scheme administer- 
ed by Approved Societies under general state supervision was 
established; and burial benefits were excluded from the cash 
benerits ‘extended by “the Acv, 

The existing voluntary agencies and insurance com- 
panies were entitled to become Approved Societies if they were 
operated under the democratic control of their members as "non- 
profit" organizations. By incorporating their health insurance 
departments as autonomous Approved Societies, the industrial 
insurance companies, as well as the trade unions and ecoliecting 
societies, could qualify as administrative agencies for the 
National Health Insurance scheme. It was customary for the 
Society to pay a lump-sum to the parent body in return for the 
use of the administrative services of the latter. Approximately 
Lo per cent of the insured population were enrolled in six such 
Societies, in three of which there were roughly two million 
members each, At the end of 1939, according to the Fifth 
Valuation of the Assets and Liabilities of Approved Societies, 
there were 6,600 Approved Societies and Branches throughout 
the United Kingdom. 

The main functions of the Approved Societies were to 
enroll the insured population into administrative groups, and 


to administer the Statutory cash benefits and the additional 
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benefits extended by the Act.(1) the Approved Societies were 
responsible for keeping a record of their members! contribu- 
tions and informing the Insurance Committees when members 
ceased to be eligible for medical benefits, for investigating 
and administering claims for cash benefits, and for administer- 
ing schemes of additional benefits, 

The Societies had no direct relationship with in- 
surance doctors or pharmacists, but were managed (in theory) 
by the insured persons themselves. In practice, the Minority 
Report of the Royal Commission of 1926 found that probably two- 
thirds of the insured population could not exercise any real 
Sonurol in their Societies, (2) In the three largest Societies 
described above, the required quorum was 50 members, including 
any officers and members of the Society present: The Approved 
Societies were not organized on a territorial basis, but had 
their members scattered throughout the United Kingdom. As a 
result, workers in the same factory or in the same district 
might belong to several different Societies, with different 
schemes for additional benefits, and head offices in different 
cities throughout the British Isles. 

Since an insured person was free to choose the Society 


he wanted to join, provision had to be made for persons who 


chose to belong to no Society. Anyone who had not joined an 


Approved Society within the prescribed period after becoming 


—_— — 


ee eS 


(1) Por administrative costs see p. Tet 
Cf, Royal Commission, Report, p- 306. 
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an insured person was automatically classed as a Deposit 
Contributor, and his benefits were administered by the Insur- 


ance Committees. 


(3) Insurance Committees 

Originally it was intended that the Approved Societies 
should administer the medical benefits extended by the Act, but 
the medical profession were unwilling to participate in such a 
scheme because of their past experience with the Friendly 
Societies under contract medical practice. They advocated 
Specially-constituted Local Health Committees composed largely 
of medical practitioners. As a compromise, 199 regional Insur- 
ance Committees were established throughout Great Britain to 
administer the medical benefits of the Act. Their -duties in- 
cluded publishing lists of insurance doctors and chemists who 
had agreed to supply drugs to insured persons; arranging con- 
tracts with these individuals, drawing up a scheme for remuner- 
ating practitioners, keeping the Registers of insured persons 
ineach area up to date, administering the cash benefits of 
deposit contributors in the area, recommending penalties for 
any defaulting practitioner, and controlling the Funds through 
which medical benefits were financed in each area; 

These Committees consisted of from 20 to Lo members, (1) 
of whom three-fifths were appointed or elected by the Approved 
Societies (2) having members in the area, one-fifth were appointed 
Oeics etn eae ) 

plion of -4t. Keas't” one representative of the 


Deposit Contributors, to be appvoi int 
ppointed by the remainin 
2/5 of the Committee. ers 6 


sa eM 


by the Local Authority, two members were appointed by the 

Local Medical Committee, one member was a medical oractitioner 
appointed by the Local Authorities, and the remaining member 

(or members) was appointed by the Minister. Thus the medical 
profession had a minimum of three, or possibly four, repre- 
sentatives on each Insurance Committee. Although this was 
smaller representation than the doctors had expected, provision 
was made for them to be consulted on medical questions through 
the appointment of the following special professional committees 
to assist the Insurance Committees in their duties: 

(i) Local Medical Committees representing all the 
medical practitioners in each area were recog- 
nized by the Minister and consulted by the Insur- 
ance Committees on all general questions concerning 
the administration of medical benefits, including 
arrangements with general practitioners for 
giving treatment to insured persons, within the 
terms of service agreed upon by their national 
representatives and the Minister. 

(ii) Panel Committees representing the insurance 
practitioners in each area were appointed by the 
snsurance doctors to express their wishes and 
opinions in matters concerning medical benefit 
administration. In many areas the Panel Commi t- 


tee was also recognized as the Local Medical 


Committee. 


(442) 
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Medical Service Sub-Committees were appointed by 


the Insurance Committees to investigate any com- 
plaints <against .insurance practitioners? *These 
committees usually had six members, of whom three 
were appointed by the Local Medical and Panel 
Committees, and three by and from those members 
of the Insurance Committee who theoretically 


represented insured persons ; 


Pharmaceutical Committees elected by the insur- 


ance chemists in each area were consulted by the 
Insurance Committees on all general questions 
affecting the supply of medicine and appliances 

to insured persons. 

Pharmaceutical Service Sub-Committees were 
appointed by the Insurance Committees to investi- 
gate any complaints against insurance pharmacists; 
each of these committees consisted of three pharm- 
acists appointed by the Pharmaceutical Committee, 
and three members appointed by and from the mem- 
bers of the Insurance Committee who represented 
insured persons. 

Pricing Bureaux were set up by the Insurance 
Committees jointly in 1916 to price the prescrip- 
tions issued by insurance doctors and dispensed 
by chemists. The actual prescriptions were sent 


by the chemists to these bureaux, where the cost 
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of ingredients and appropriate dispensing fees 

were ascertained from the drug tariff. The 

bureaux kept records of each practitioner's pre- 

scriptions, and supplied the Panel Committees 

with information concerning instances of exces- 

sive prescribing: 

The position of these local committees within the 

administrative framework of the National Health Insurance pro- 


gram is depicted in Chart 5. 


COLLECTION MACHINERY 

Contributions were collected by means of pay-roll 
deductions combined with a stamp plan for recording contribu- 
tions. The employers were held responsible for the payment of 
each weekly contribution. Individual records of contributions 
were maintained by the Approved Societies. 

Upon entering insured emoloyment, an individual was 
expected to join an Approved Society, at which time he was 
issued with a six-month Contribution Card. An employed con- 
tributor who did not join an Approved Society Within. the pre- 
seribed time was deemed to be a Deposit Contributor, and a 
contribution card was sent to him by the Ministry. 

The employer was legally liable for paying the full 
weekly contribution and stamping the card in the appropriate 
he could then withhold the employee's share from his 


space; 


wages. Ordinarily the stamps were purchased through the Post 


Office, and the receipts from the sale of stamps were credited 
3 
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to the National Health Insurance Fund. When a non-manual 
labourer was employed by the same employer throughout the year, 
and had no additional sources of income, it was relatively 
Simple for the employer to enforce the income limit of £20. 
However, Ministerial decision was undoubtedly required in cases 
involving part-time employment or varying remuneration when the 
annual income could not immediately be determined. 

The contribution card was returned to the employee 
on request, on expiry, or on leaving employment. The employee 
was expected to surrender his card to his Society (or to the 
Ministry if he was a Deposit Contributor) on transfer to 
another Society, on becoming a voluntary contributor or ceas- 
ing membership altogether, or within 1h days after the card 
expired. The Approved Society kept an individual record of 
each member's contributions; the contribution: cards, collected 
semi-annually from the members, were surrendered to the Ministry 
where the stamps were counted and their value credited, after 
deductions, to the account of the Society: Each member kept a 
record of his contributions and arrears by means of a Record 
Card, issued to him at the same time as his first contribution 
card, and kept up to date for him by his Society (or the 
Ministry). 

If an insured person wanted to pay arrears, he 
applied to his Society or the Ministry for an Arrears Card 


which he returned after attaching the appropriate number of 


stamps. 
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Special contribution cards were issued to voluntary 
Sean ee by the Approved Society or the Ministry; unlike 
the ordinary Contribution Cards, these could not be supplied 
by postmasters. The voluntary contributor stamped his own 
card, and surrendered it to his Society or the Minister on 
expiry, on transfer, or (if a female) on marriage: 

Bach Society kept a Register of its members, “and 
issued a card, or "index slip", for each of its members show- 
ing the name, address, and membership number. These slips 
were sent to the Central Clearing Office where the Central 
Register of insured persons was képt.- The OCléaring Office "was 
notified of any change in a member's status or eligibility for 
benefits; and in turn referred the information to the Insurance 
Committees. Hach Insurance Committee kept two Index Registers - 
card indexes of the insured persons eligible for medical bene- 
fit in its area - one arranged according to the Society chosen, 
the other according to the doctor chosen. Thus there were four 
Registers of the insured population.” In “Seotland ‘no Central 
Register was kept; instead the Approved Societies notified the 
Insurance Committees directly when a member ceased to be 


eligipie for "medical benefice: 


ADMINISTRATION OF BENEFITS 
(1) Medical 
Bach Insurance Committee prepared a "Medical List" 
or "panel" of doctors in the area who undertook to give medical 


treatment under the conditions of the scheme. Any doctor was 
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free to have his name put on the list by notifying the Committee 
of his wish, and a patient was free to choose any doctor on the 

list. Similarly, any registered pharmacist could have his name 

included on the list of persons eligible to supply drugs, medi- 

cines, and appliances to insured persone 

Upon receipt from an Approved society, via the Central 
Clearing Office, of an index slip indicating that eee ee 
insured person resided in its area, an Insurance Committee sent 
him a Medical Card telling him what he must do to get medical 
benefit. The insured person chose an insurance doctor from a 
list displayed in the Post Office, and asked him to sign the 
card and return it to the Insurance Committee in the area, The 
latter added this person's name to the doctor's "panel" of 
patients; returned the card to the insured person ‘to be pro- 
duced as identification when seeking treatment, and sent: a 
medical record toe wthe doctor for his card Aindsx. slats record 
served as a case-paper for all the illnesses of that patient, 
to be forwarded to any subsequent doctor he might choose in the 
future. 

The insured person could present his medical card to 
an insurance practitioner in any area where he was temporarily 
residing, or in an emergency, and obtain treatment. If the 
doctor doubted the patient's eligibility for medical benefit, 
he could charge a refundable deposit. To change his, doctor; the 
patient requested the new doctor to sign Part B of the Card and 


send it to his Insurance Committee; the latter issued a new card 


a 10, a 


with the new doctor's name in;Part A, returned Li oetie 
patient, and transferred the patient's name to the new doctor's 
panel. Such tranfers could be made at any time if the old 
doctor consented, or at the end of each quarter an notifying 
the Committee a month in advance. If the insured person moved 
to a new area, the new Insurance Committee made application via 
the Central Clearing office, (on the form contained in the 
medical card), for the index slip held by the old Insurance 
Committee, On receipt of this request, the latter removed the 
insured person's name trom thesold/@ doctor! sipanel. simi larniy. 
when notice was received that an insured person would no longer 
be entitled to medical benefit, his name was removed from the 
panel and the practitioner was notified to that effect. 

One of the consequences of extending an extra period 
of free insurance(l) to insured members of a Society who ceased 
to pay contributions, was to permit the Approved Society to 
issue a special notiee to the Central Clearing office cancelling 
the insured person's index slip when he failed to submit a 
stamped contribution card in respect of any half-year. The 
Central Office in turn notified the Insurance Committee con- 
cerned; which was thus enabled to inform the person's doctor 
that, as of a particular date in the future, this patient would 
no longer be entitled to medical benefits. 

(2) Pharmaceutical 
An insured person was free to have his prescription 


filled by any insurance pharmacist, who in turn submitted it to 


(Wy eee 5) SO. 
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a i 


27 Reese 


the Insurance Committee as his voucher for payment. As 
indicated above, the Pricing Bureaux kept es mécord of the Sogit 
of prescriptions issued by each practitioner as a check on ex- 
cessive prescribing. This cost was compared with the average 
cost of all the practitioners in the area; the Regional Medical 
Officer visited any doctor whose prescribing appeared overly 
expensive to discuss how greater economy might be achieved. 
If the practitioner's prescription expenses remained consistent- 
ly above the average, the local Panel Committee was asked to 
make an estimate of the resulting excess cost, If he appealed 
to the Minister, his case was heard by an independent tribunal 
Ore toree médical Referees appointed by the Ministers on the 
basis of their report, or of that of the Panel Committes af 
there was no appeal, the Insurance Committee might recommend to 
the Minister that he, withhold such sum ashe might see fi Eran 
the doctor's remuneration. In this way a practitioner was sub- 
ject to the discipline of other members of his propessi0n = oF 
the Regional Medical Officers, of his local Panel Committee, and 
of an independent medical tribunal - when his professional dis- 
cretion was called into question. 
(3) Certification for Cash Benefits 

If in his doctor's opinion an insured person was in-= 
capable of working, he could request the doctor to provide him 
with an initial medical certificate of incapacity, free of 


charge An intermediate certificate was required for every week 


of continued incapacity, and a final certificate when the doctor 
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believed the patient capable of resuming work, (1) On each 
certificate there was a space the insured person could use to 
make a claim for sickness or disablement benefit. These claims 
were either given to the local representative of his Society or 
matled to the Seciéety's head offices (A deposit contriourar 
sent His’ claim to the local Insurance Commivvee. Nron ics 
records, the Society would determine the claimant's eligibility 
for benefits in terms of His contributory record, nis age and 
his previous claims during the year, and might require him to 
produce his contribution card as 6videncse that Tie mac’ made the 
minimum number of contributions. 

If, however, as a result of a visit paid by its own 
sickness visitor, the Society disouted the fact thav the pa 
tient was incapacitated, the case was immediately referred to 
the Regional Medical Officer Tor re-examination. The Sotiety 
was the final judge as to whether cash benefits would be paid. 
As a result, every person certified for cash benefit was sup- 
posed to be visited by a sickness visitor on the same day that 
the certificate was received, if possible, and in any event be- 
fore the first payment of benefit was due; further visits were 
made at frequent intervals during ithe period of incapacity. 

The primary function of the sickness visitor was to report on 
the medical condition of members receiving benefit.(2) If the 


Society or the practitioner doubted the patient's incapacity 


(1) Cf. R.W. Harris and L.S. Sack, Medical Insurance Practice, 
S (ith Hd £5). Mia.) Wondons 1937) oak in 


Cf. Approved Societies Handbook, (HMSO, London, 1933) p.113. 
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to work and desired a second medical opinion, the Regional 
Medical Officer was called upon to examine him, and the practi- 
tioner was invited to be present. "Consultation references" 
might also be made to the Regional Medical Officer if a practi- 
tioner wanted advice regarding diagnosis or treatment. On the 
basis of the Regional Medical Officer's findings, the Society 
decided whether or not to pay (or to continue paying) sickness 


or disablement benefits. 


COMPLAINTS AND APPEALS 

Although the Minister had the final authority to 
settle any complaints against practitioners that arose, he was 
assisted ian reaching his decision by an Advisory Conmmitres in 
efees of improper Rep tnei eaten of illness; ae Medical Advisory. 
Committee in cases of negligence in treatment, and an ad hoc 
Inquiry Committee in cases where the proposed penalty involved 
removal from the panel, as well as by the independent tribunal 
of medical Referees to which all appeals were referred. 

Complaints against insurance practitioners made 
either by insured persons or Approved Societies were investi- 
gated in the following manner. The Medical Service Sub-Committee 
heard the complaint in the first place, and made its report on 
the facts and its recommendations to the Insurance Committee. 
After the latter had reached its decision on the complaint, 


either party might appeal the decision to the Minister. Where 


the complaint involved negligence in the treatment of a patient, 


the Minister, who had the power to make the final decision, 
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consulted the Medical Advisory Committee of three departmental 
medical officers and three practitioners, selected by the 
Minister from a slate nominated by the Insurance Acts Committee 
of the British Medical Association. If the complaint was up- 
held, the practitioner's remuneration might be reduced; or his 
name might be removed from the panel if a specially-constituted 
Inquiry Committee so decided. In 1938 remuneration was with- 
held in 8 cases in England, of which only 11 involved negli- 
gence, and no practitioners were removed from panels. 

If the Ministry's records revealed that ian unusually 
high proportion of the patients of a given practitioner had 
ceased to draw cash benefits after reference to whe Regional 
Medical Officer, and if there was evidence that he had issued 
certificates indiscriminately, he was visited «by the Regional 
Médical Officer and invited) Go reive. ian, jexolenst longs Lives 
careless certification continued, the Panel Committee was re- 
quested to recommend any necessary action. Before withholding 
any of the practitioner's remuneration, the Minister had to 
consult a 13-man Advisory Committee of representatives of in- 
Surance doctors, Insurance Committees, and Approved Societies. 
Because disputed questions were thus referred to impartial 
committees on which the doctors were represented, there was 
comparatively little friction between the insurance »ractition- 
ers and the medical officers. 

However, in view of the complex “procedure: Anvoelved. 
it is manifest that only in very serious cases would patients 


contemplate registering complaints. Most cases of 
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dissatisfaction would not come to the attention of the 
authorities because the patients would not consider them seri- 
ous enough. Dr. Comber of the National Medical Union declared 
before the Royal Commission, "I think all those of us who are 
attending the panel patients of other men are very well aware 
of the fact that there are a large number of cases which would 
degitimately be a cause of complaint, only mo complaint has 
been made."(1) ana mr. Henry Lesser, Vice-Chairman of the 
Insurance Committee for the County of London, said "the number 
of people who make complaints to the Insurance Committee are 
an infinitesimal fraction of the number of people who complain 
WoetrnouL orineping their cases before the Insurance Committee ,"(2) 
Thus it. cannot be concluded that the complaints machinery was 


entirely satisfactory. 


———————— 
Ll 
————— 


(1) Royal Commission on National Health Insurance, Minutes of 
Evidence, (HMSO, London 1925)ig Vole ae, O.154 Y9o.% 
(itd © Volw. bv,aes 22, 900. 
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X ASSESSMENT OF THE SCHEME 


The observations contained in this chapter have for 
the most part been taken from authoritative British sources 
that reported on the operations of the scheme throughout its 
lifetime, particularly the Report of the Royal Commission on 
National Health Insurance of 1926. Wherever possible direct 
quotations from these sources have been included. 

Critics of the British insurance program suggest that 
its chief limitations were the restriction of coverage to wage- 
earners only, the failure to provide medical care beyond ordin- 
ary general practitioner treatment or hospital care, the in- 
adequacy of the cash benefit provisions, and the inability of 
the administrative authorities to coordinate the insurance 
medical benefits with any of the public health services provided 
by the Local Authorities. Most writers believed that the multi- 
plicity of Approved Societies administering the scheme led to a 
great deal of waste and duplication of effort. Objection was 
also raised to the actuarial principles on which the scheme was 
financed with its emphasis on flat-rate contributions and re- 
serves and its disregard for the part that government grants 
might be expected to play in a state program, 

It was recognized at an early date that the National 


Health Insurance program was not meeting all the objectives 


which had originally been set, particularly that of providing 


for "the prevention and cure of sickness". The medical pro- 


fession in particular was dissatisfied with a scheme which fell 


1 
she 


far short of providing for the’ nation the uniform medical 
service that was its: expressed aim, (1) It was its recogni- 
tion of the need for. coardinating the preventive measures of 
the public health services with the curative aspects of the 
insurance medical service that led the Royal Commission to 
recommend that ultimately the general practitioner service 
should be divorced from the insurance system andy in 'cloce co- 
operation with the public health services? should se financedq 


oul Or general publie Tevenues ; 


COVERAGE 

This belief that eventually the scheme must be 
brought into the public health services caused the Royal Com- 
mission to omit from their recommendations the provision of 
medical benefit to dependents, because "one effect of including 
the dependents in the medical service of the present Insurance 
Scheme might be to impede or postpone any ultimate unification 
of health services", (2) Mr. Brock of the Ministry of Health 
stated in evidence that, "If it was proposed to provide either 
a general practitioner service or a complete medical service, 
for the whole industrial population, there are strong arguments 
in favour of providing this service out of local funds and mak- 
ing it available to all sections of the population." (3) Mr. Alban 


Gordon, a member of the London Insurance Committee, believed 
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that extension of medical benefit to dependents "would 
stereotype the present system so deeply as to render it far 
more difficult to bring into existence at any future date the 
co-ordinated medical service which the health of the country 
so urgently needs", (1) 

Whatever the reasons, one of the chief deficiencies 
of the British scheme was its failure to extend medical bene- 
fits to the children(2) or other dependents of insured persons. 
In consequence, only about 50 per cent of the entire population 
was covered by the scheme even during its peak period. Vodun- 
tary insurance was found to be unpopular with the self-employed 
group, and so was not extended to them after 1918; by the ex- 
clusion of these people from the system, the opportunity of 
spreading the risk over a large segment of middle-income persons 
was lost. Furthermore, evidence was submitted at the time of 
the Royal Commission, and subsequently by other writers, that 
the exclusion of the upper income groups and non-manual labour- 
ers earning over £420 led to the development of two standards 
of medical service - that given the private patient and that 
given the panel patient. For example, Mr. Saunders, Vice- 
President of the National Conference of Friendly Societies, 
stated before the Royal Commission: "Tn my opinion the service 
leaves much to be desired, and there cannot be any question in 


my mind but that there ts still today a distinction made 


—— 


(1) Royal Commission Report, ps. 16h 
(2) Po anoutd be pointed out however, that the Maternal and 
Infant Welfare, and the School Health services were 


available to these dependents. 
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between the panel patient and the private patient and the 
respect shown by the medical man to the respective classes of 
patients."(1) Dr. Comber of the National Medical Union gave 
some very striking examples of negligent and inadequate treat- 
ment by panel doctors, (2) 

In a scheme where only a limited proportion of the 
population 1s7 covered) for health insurance peneri ts, . here 
arises ther problem of distinguishing” between those persona’ wine 
are, entitled’ to’ benefits; and those whovars Hove . ini Britain 
an elaborate card system was developed to meet the problem,” to= 
gether) with a complicated system’ of registration” and’ coldection 
of contributions. | "It is clear that atcommiderabis portion. of 
the difiricultres arise from the fact thatemedical® benerit is 
administered by bodies organized on a geographical basis, that 
insured persons move frequently from place to place, and that 
information as to the insured person's title to benefit can be 
obtained solely from his Approved Society which has itself no 


adequate means of tracing its members’! movements."(3) 


BENEFITS 

It was indicated above that the standard of medical 
care under insurance practitioners left something to be desired. 
There was considerable evidence before the Royal Commission that 
the opinion was widespread among the beneficiaries of the scheme 


that insured patients received a lower standard of care than 


ee ee 


Minutes of Evidence, Vol. II, Q. 1005. 
ie jee Tek Vani kew Gar aDr eR MENS, rico | 
3) Tbid, Appendix, Part I, P. 96. 
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other fee-paying patients. As Levy (1) has pointed out, it 
seems erroneous to regard the limited number of cases of offi- 
cial complaints as evidence of the efficieney of the panel 
doctor system, since only the most serious complaints were 
registered through the official machinery. An additional 
criticism of the insurance practitioners was that they passed 
on to the hospitals as much of their work as they possibly 
could. "The panel doctor is in many cases only too willing to 
shift the patient to hosynital and so get rid of the case al- 
together."(2) The Political and Economic Planning Report in 
1937, in asserting that the general practitioner has to perform 
tae key function’ in any coordinationcor the healtheservicesy 
indicated at the same time the need for limiting the size of a 
practitioner's panel and the amount cf certification that might 
be required of him. "Excessive numbers of panel patients and 
excessive demands for certificates and returns of all kinds 
quickly reduce the general practitioner to an agent for making 
out prescriptions, and for operating something more like a sick- 
ness licensing and registration system than a health service." (3) 
However, a more serious criticism of the British 
scheme, and one that was made by almost every independent 
writer on the subject, is that the statutory medical benefits 
extended to insured persons were limited to ordinary general 


practitioner treatment, including only minor surgery - treatment 


—— —— 


(1) Levy, Op. cit, Pp.» 115. 
(reid opps lol, 113. 
hoy -Prpe Op. cit, ps B97. 
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that was "within the competence of any general practitioner". 
Lt; was.déemed’ inequitable tovwrequireta doctor withvexcnd esi 
to render a wider service than other doctors on the panel gave 
in return for the same capitation payment. Ophthalmic and 
dental treatment, physiotherapy and psychotherapy were offered 
only by certain Societies as additional benefits; hospital 
treatment was outside the administration of the health insur- 
ance system - when offered as an additional benefit it amounted 
only to cash indemnification of the insured member for a part 
of the cost of approved treatment; and maternity and specialist 
treatment were not offered even as additional benefits. In- 
stead, hospital, maternity and specialist services were sup- 
plied by the municipal authorities, semi-charitable institutions, 
or other private agencies, with no attempt to coordinate such 
services with those of the insurance practitioner. 

The Royal Commission had suggested that a specialist 
service should be added to the medical benefits of the scheme, 
and that the closest cooperation between the Reneral (practi 
tioners and the specialists should be secured in order to im- 
prove the standard of medical service. "One of the weaknesses 
of the. present system (is) that you cannot secure that kind of 
close cooperation (between practitioner and consultant), and 
it is doubtful whether you could ever get the co-operation 
carried wout satisfactorily unless the consultant and the practl— 


tioner were responsible directly to the same body." (2) Since 


bbl iMimutes of ony! dence. vous Li Cee ae 


be 


big foes 


Specialist services were not included in the medical benefits 
extended by the Act, the Insurance Committees could scarcely 
be expected to foster cooperation between consultants and 
general practitioners. The Government White Paper on the 
National Health Service indicated two major reasons why the 
panel system under health insurance could not be expanded to 
cover the whole population and to provide specialist services 
in the hope of solving the need for increased medical care. 

In the first place, there existed, under the panel system, no 
eificient means of securing the necessary distribution of doc- 
tors for a universal general practitioner service. And in the 
second place, the organization necessary to encourage and ex- 
periment with changes in the technique of medical practice was 
not available. With developments in the practice of modern 
medicine, it was generally agreed by the end of the National 
Health Insurance program that a doctor must have at his dis- 
posaw they basic faciddties for diagnosis and treatment, and 
access to consultant and specialist opinion, in order to 

Te LOT) efficiently. (1) 

The British system of health insurance did recognize 
the need to maintain a worker's income while he was 113) or diae 
abled. Cash sickness benefits were an integral part of the 
scheme. But many writers have protested that they were quite 
inadequate to support a worker and his family while he was un- 
Some Societies did pay additional cash benefits, 


able to work. 


(eqinistry of Health, A National Health Service; (london: 
ANSO,. 191i); pp. 27-8. 
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but the statutory benefit rate was somewhat below the rate for 
unemployment insurance benefit, which supposedly had been set 
at "the subsistence level". No attempt was made to graduate 
the cash benefits according to the: previous income of the in- 
sured persons everyone received the isanerstavuGor vera mon 
payment. And, although a cash payment was made in lieu of 
treatment for confinement cases; the actual amount paidiwas 
totally inadequate to'cover the cost of the: confinement, quite 
apart firrom the Joss of earnings during (hat periods =Mven sche 
municipal Maternal and Infant Welfare programs could not make 
Upiiunie, cdotiolercaye: 

The combination of cash benefits and medical benefits 
supported out of the same Fund meant that any extension of 
medical benefits was dependent upon a decrease in the incidence 
of illness among the members of a Society. Within the admin- 
istrative framework of the British program, it was clearly 
impossible for Societies with members scattered throughout the 
Kingdom to implement measures which would reduce the number of 
weeks of sickness per member per year, The National Insurance 
Act and the National Health Services Act of 19.6 gave recogni- 
tion to these difficulties by completely separating the admin- 
istration and finance of medical and sickness benef ftss the 
former) receiving tf inane va. Support out of general revenues and 
the latter out of contributions to the central social insurance 
Fund. 

With the sickness experience of individual Societies 


varying considerably, depending upon the occupational groups 
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and localities involved and so on, the additional benefits 
that these Societies were able to offer their members were 
extremely diversified. Insured persons paying uniform weekly 
contributions were thus entitled to very unequal benefits 
under the Act, depending on the Approved Societies to which 
they happened to belong. By making the additional benefits 
available to the members of a given Society conditional upon 
Luewincildence..of 1 lilness among «bhéese «members sonlyagthertunde— 
mental principle underlying a national dnsurance ischeme ~— the 
spreacing, of; the risk of .bllnes s:<over whe-whole ter lartarge 
Ppert, Ofj<the population,=— was: iignored parle wreatedispanivy aid 
the additional benefits offered by different Societies could 
have been avoided had the funds available for treatment bene- 
fits in each Society not been dependent on the surplus re- 
maining after the claims of the members of that Society -for 
cash sickness benefits had been met.: "Under the Approved 
Society System it is impossible to use the whole resources of 
National Health Temes to the greatest advantage of the 
insured population as a whole." (1) Insured persons who were 
considered to be bad health risks were usually debarred from 
membership in Approved Societies, and so became deposit con- 
tributors vies no title to additional benefits. Thus the 
least healthy persons got the least benefits under the British 
system of administration. 

It must not be inferred that the medical benefits 
were not superior to the 


ander the Act, as far as they went, 


41) Royal Commission, Report, Pp» soe 
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services that. had previously been available to a larec™ par or 
the. populations “insaddi tion to ‘the services “of “arcencra, 
practitioner, an insured person was entitled to whatever drugs 
and medical supplies his condition warranted. Almost two years 
of free insurance ‘were extended to persons leaving the scheme; 
as a resulty practitioners! could ve Motviteedewe Pein edvance 
when benefits were to cease. The need for medical benefits 
during long periods of unemployment was given recognition by 
means of a veriod of extended insurance. Despite the compli- 
cations involved in the transfer of patients between doctors, 
the important principle was maintained that patients must be 
free to choose their own doctors; and doctors must be free'to 
refuse patients, The doctors were not employees of the State, 
but were free to use their own professional discretion on every 
occasion, subject only to review of questionable practices by 


independent bodies composed of other doctors. 


FINANCE 
The limitations on benefits and coverage indicated 
above were occasioned partly by the administrative framework 
within which the program operated and partly by the financial 
structure of the scheme, From the beginning it was intended 
that the insurance Fund should be as nearly self-supporting as 
possible, To this end, the contribution rate was fixed so as 
to provide an amount which would be the actuarial equivalent 
of the benefits a contributor was expected to receive during 


his lifetime if he had entered insurance at 16 years, These 


bee 
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calculations were based on the assumed average of one week of 
sickness per member per year, (1) The government contribution 
was designed to meet the reserve values (equivalent to contri- 
butions plus interest retroactively to age 16 years) estab- 
lished on behalf of persons entering insurance at ages above 
16 years. Thus the benefits of the scheme were strictly 
limited by the flat-rate contributions adopted, the accuracy 
of the; illness rate assumed, the: minor role assigned to 
Exchequer grants, and the size of the reserves it was deemed 
necessary to maintain, 

Because the Approved Societies were competing with 
one another for members from all occupational groups and afl 
localities.on an individual basis, the varying risk-proneness 
of such a heterogeneous membership could not be estimated, 
Therefore the cash benefits of the scheme, and consequently 
the contribution rates, could be actuarially planned on a fat 
rate basis only. 

Although the British program was one of compulsory 
insurance, one of the principles of finance more aporopriate 
tovasvoluntary, program) was followed. "While full and ample 
reserves are necessary for a system of insurance based upon 
voluntary contracts, a compulsory system may consciously adopt 


an assessment system, under which the amount of funds to be 


raised annually by contribution is largely determined by the 
paid out and expended annually." 


(2) 
amounts of money to be 


(1) I.M. Rubinow, Standards of Health Insurance, (Henry Holt 
and Co., New York, 191 ager tend Say 
Pee ecw. adp.sckt., psec: 
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Instead) he: British authorities: made provision ror “the 
accumulation and investment of large reserves, the interest 
on which, together with the fixed annual contributions, deter- 
mined the amount of money available for benefits. It is 
interesting to note that both Rubinow and Levy agree that, if 
the insured population had been organized into one fund 
with an integrated risk-expectation, it would not have been 
necessary for a portion of the insurance premiums to be plowed 
back into reserves each year; contribution receipts could have 
been equated with benefit expenditures, and any deficit met 
out of general revenue. By adopting a fixed uniform rate of 
contribution, the British authorities committed themselves to 
a regressive head-tax system of finance in place of one based 
on the insured persons! ability-to-pay. However, the govern- 
ment's annual contribution from general tax revenues of an 
average of 17 per cent of the receipts of the National Health 
Insurance Fund, primarily intended to offset the deficit due 
to the entry-age problem referred to in Chapter VII, in effect 
recognized the principle of ability-to-pay to a limited extent. 
The fragmentation of administrative responsibilities 
under the scheme among thousands of Approved Societies led not 
only to high per unit overhead costs in administering the 
scheme, (1) but also to the serious disparities in additional 
benefits mentioned in the previous section. Societies with a 


high proportion of miners, cotton-workers, or chronic 


eee hh oe ae ae 
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sufferers in their membership were less likely to have 
surpluses after meeting all the claims for cash sickness bene- 
fits than were Societies composed largely of agricultural 
workers. Levy (1) Suggested that contributions based on earn- 
ings, up to statutory maxima, might vary from one area to the 
mexuiin order ‘that «sufficient filexibi bivy wight bexgiven Vo 
the scheme torenable it to be adapted Jato the mareicoular re- 
quirements of a given area. With the decentralized financial 
structure of the British scheme, periods of heavy unemployment 
such as that which prevailed in 1930-35 severely crippled the 
ability ‘of: individual Societies! to meet) the meeds ‘of their 
members without substantial State support. Very often 
Societies with a large proportion of bad-risk members were 
forced to be very stringent in determining their members' 
title to benefits, thus defeating the efforts of the scheme to 
provide curative and preventive treatment for those people who 
needed it most. “It is suspected that the incentive to’ good 
management, which is so much stressed by defenders of approved 
societies, sometimes leads to injustices to the insured per- 
son".(2) The size of the surplus built up, rather than the 
ease with which disabled insured persons were able to get the 


benefits to which they were entitled, was usually cited as 


evidence of "good management”. he »l s“the effect of an tn= 


centive with the purpose of economising on benefits is defin- 


Mey ici ous: Saving the funds by curtailing the benefits 
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of. the’ sick persons: and Torcingetnem Dacikieuor WORK 1) a erceenOW 
afeature, that is :either economical in therwone run sor amoral 
in a State scheme, . . ."(1) 

The collection machinery underlying the British 
program was quite efficient. With payroll deduction of con- 
tributions; the use of the employer-liability principle; and 
the sale of stamps through post-offices, the collection of 
premiums was inexpensive and effective. The methods of paying 
practitioners for their services were also simple and effec- 
tive. A capitation payment for each insured person on a 
doctor's panel constituted a fairly stable expenditure from 
year to year, and guaranteed the individual practitioners in 
poor districts an adequate income during prosperity or de- 
pression. Extra grants in the form of rural aid or mileage 
payments were made to attract practitioners to "under-doctored 
areas", but insurance practitioners were not permitted to 
charge any extra fees for treatment within the scope ‘of the 


Act given to their insured patients, 


ADMINISTRATION 

In commenting on the administrative defects of the 
program in 1944, Levy wrote: "It is not the principle of 
covering sickness by insurance that has feuled; butsthe Brition 
system of National Health Insurance."‘2) "Dye British system 
of health insurance was not the outcome of an impartial choice 


from the many possible alternatives of the most appropriate 
(IY Royal Royal Commission Report, p. 308. 
re) Levy - 0O Vp eel .4).0: 3h2 
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scheme. The existing institutional framework had to be taken 
into account whatever its merits. Vested interests were to be 
consulted and their support secured."(1) The inclusion of 
representatives of all the conflicting viewpoints in the 
original Advisory Committee had a very significant influence 
on both the objectives and the final administrative framework 
Of the scheme. And again, "A scheme sis approaching the con- 
ception of a general service to all citizens who cannot afford 
Bomplete and proper treatment i: se could, Mot, beseachisved. an 
this country without fundamental changes in the administrative 
machinery." (2) In particular he believed that the Approved 
Societies should have been replaced by centrally-coordinated 
territorial or occupational administrative units with the 
authority to vary the contribution rates in accordance with 
the average sickness experience of the area or occupataonm, 

The Minority Report of the Royal Commission had recommended 
that the work of the Societies should be taken over by the 
Local Authorities, thus reducing the number of sunits, from about 
8,000 to 150. Without going this far, the Ma jority Report 
recognized the need for greater control over the rules, edmin- 
istration, and expenditure of the Approved Societies. These 
voluntary self-governing Societies gradually became quasi- 

as the Ministry was forced to exercise closer 


pubtic «bodies, 


supervision of their affairs to achieve uniformity in the 


ee 
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administration of additional benefits and to demand amendment 
of rules to which exception was taken. 

The multiplicity of these small administrative units 
resulted in a great deal of overlapping and waste in adminis- 
tration. The Royal Commission Report, in commenting on this 
overlapping and duplication of effort, ‘stated that 90 Societies 
at one time had each only one member in Glasgow. The Report 
of PEP cited the case of a company in South-west England with 
337 insured employees having membership in 35 different 
Societies, 28 of which had 5 or fewer members among these 
employees. "A remarkable number of these Societies are local 
or regional rather than national organizations, with their 
interests many miles away, and the management complain that 
it is practically impossible for the workers to get satisfac- 
tory advice upon the choice between these Societies or to 
judge in what circumstances transfer is worthwhile," (1) 

The Approved Societies were also criticized for 
their high costs in administering cash benefits as compared 
with the administrative costs of the Insurance Committees. 

"It must be fairly recognized that the Approved Societies have 
considerable expenditure in furnishing records to the Insur- 
ance Committees,..,which ought to be shown as part of the ad- 
ministrative expenditure on medical benefit; and admittedly 
the relative duties involved in administering cash benefits 


and medical benefits are of a different character and extent. 


(1) pep - Ope citi: ne 200, 
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But it is really difficult to suppose that if the medical 
benefit can be administered at a cost of per cent, the 20 
perscent charge for administration of the cash benefits is 
justified," (1) 

The Majority Report of the Royal Commission found 
the Insurance Committees to be redundant, inasmuch as the cen- 
tral departments made collective bargains with the medical and 
pharmaceutical professions; 'thedpricing: bursauxmassessedy tas 
value of wchemists yaccountss,jandibheamedicadisorvicessupe 
committees investigated complaints against practitioners. 
Therefore they recommended that the duties of the Insurance 
Committees should be taken over by the Local Authorities, so 
that alll thexlocalshealth services mightmbevel fectiveiy coe 
ordinated under one authority responsible to the electorate. 

The Minority Report went even further: they sug- 
gested that the duties of the Approved Societies should also 
be taken over by the Local Authorities, for they Considered 
the administration of sickness cash benefits to be a health 
service, The questions of disability and the issue of medical 
certificates were, they said, an integral part of medical 
service; if the Local Authorities were to take over the 
functions of the Insurance Committees, they should also ad- 
minister this aspect of the doctor's service. The Local 


Authorities were in a better position to investigate ¢laims, 


and to make prompt payment of benefits than were the Approved 


— 


Societies with their widely-scattered membership. With 


— 
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regard to maternity benefits, it was felt that the Local 
Authorities could do much more than simply hand over a lump 
Sum to'new mothers, ifor they already administered = taematvernar 
and Infant Welfare services. The Approved Societies were not 
qualified torasseéss theewalve ohelheesenvitcessrenderod. ta 
their members under the additional benefit programs; all they 
could do was to pay sums of money to certain of their members 
selected on a medical basis. The Minority Report considered 
the Local Authorities better able to assess the value of such 
treatment rendered to insured persons, for thev were already 
responsible for other public health services within their 
aveas.,« The transfer of the furnctionsiofi thetcocteticamucutac 
Local Authorities would have increased the possibility of 
effectuating those provisions of the 1911 Act aimed at the 
Dreventlontolt sickness. 

A further argument supporting this transfer of re- 
Sponsibilities was that democratic control of the administra- 
tion of benefits by the insured persons, which had become a 
fiction under the Approved Society system, would be encouraged. 
It was said that all powers which could and should be locally 
exercised, ought to be concentrated in the hands of the Local 
Authorities and that an administrative system which included 
Societies formed by the large commercial insurance companies, 
and administered bv their own agents who were naturally anxious 


to sell commercial insurance, could scarcely be called self- 


Roverning. 
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Because the membership of each Society was scattered 
throughout the whole Kingdom, the Societies were quite im- 
potent in the struggle for solutions to the problems of sani- 
tation, housing, and nutrition insofar as these factors 
affected the health of insured persons, Neither the Approved 
Societies nor the Insurance Committees were in a position to 
promote measures for the improvement of the nation's health, 
and there was apparently no attempt to) coordinate the insur- 
ance medical service with any,.off the other sppublic health ser-— 
vices. Both the Committees and the Societies, preoccupied 
with administrative details, were unable, through lack of time, 
money;.or inclination, to initiate measures for the improve- 
ment of the standards of medical practice or preventive medi- 
cine, to influence medical education or the supply of, doctors ; 
or to persuade practitioners to adopt new techniques. The 
Highlands and Islands scheme, the specialized grants to rural 
doctors, and the postgraduate courses for practitioners were 
all State-sponsored and financed programs. "One would expect 
of a body directly concerned with the administration of medical 
benefit that, from its experience, suggestions and experiments 
in organization, actual improvements in the administration of 
medical treatment would result. It is the complete absence 


of this process that constitutes the major charge against the 


(1) 


s ! 
work of insurance committees. 
The British Medical Association in evidence before 


"Tt is essential not only 


a 


the Royal Commission stated that: 


(I) Levy, Op. cit., 9- 271. 
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thatthe attention of all practitioners Sshnoudid "ve “darected 
continually to the preventive aspects of their work, but that 
the existing’ machinery and medical ollicers of tHe Pub rec 
Health Service should be brought.into close and organic con- 
nexion with the Insurance Scheme."; and that "It is desired 

to make all such benefits and services" (such as pathological 
facilties, tuberculosis and venereal diseass treatment, treat— 
ment of school age children, maternity and infant welfare 
services) "an integral part of the Insurance Scheme or to 
bring them into proper relationship thereto".(1) The Medical 
Officers of Health stated that “it is true that the “administra- 
tions are amalgamated in one Government Department, but such 
an amalgamation is of comparatively little value if the prac- 
tical and detailed working of each in local areas is ill co- 


ordinated or impossible," 


and again, "The need for some genuine 
co-ordination of all the medical agencies in every area has 
long been severely felt."(2) ~The National Conference of 
Friendly Societies concluded their evidence by stating: "It 
is, therefore, suggested that the best way of organizing the 
provision of medical treatment is to merge all existing forms 
of public medical service (including medical benefit under the 
National Health Insurance Acts) into one National Medical 


Service, thereby creating one unified organization for the 


prevention and cure of disease",(3) ‘the Royal Commission 


SS A ES 


(1) p wee 
a #ofei Sommission Report, pamso 
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concluded that, granting the need for effective coordination 
of all the health services, "The ultimate solution will be in 
the direction of divorcing the medical service entirely from 
the insurance system and recognizing it along with all the 
other public health activities as a service to be supported 
from the general public funds."(1) cash benefits during 
periods of sickness would, on the other hand, be coordinated 
with old age pensions and unemployment insurance in a unified 
social insurance system financed largely through contributions. 
Despite all these criticisms of the administrative 
framework of the British health insurance program, several 
commendable features have been noted by various authorities. 
Early attemots to supervise the scheme by groups of Insurance 
Commissioners were soon dropped, and the administration handed 
over to a new government department, ths Ministry of Health, 
thus bringing the scheme under the control of the elected 
representatives of the people. At both central and local 
levels, the actual administration of the benefits extended by 
the Act was largely in the hands of joint lay and professional 
committees, with representation of the insured persons and 
municipal authorities as well as the suppliers of professional 
services, Professional committees acted in an advisory capaci- 
ty on professional questions concerning the standard of treat- 
ment or the exercise of professional discretion, both to the 


Insurance Committees and to the Minister. But the final 
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decision &8 t6 Ss8naiti6és in auich Cases, OY MBULErs of péneral 
administration; rested always with bodiés rénreséntative of 


both ths insured pepulation and chs general pupiie: 


CONCLUSION 


This bulletin has attempted to describe 35 years of 
experience under British health insurance in the hope of gain-= 
ing a valuable perspective on the present National Health 
Dervice progrein: 

The founders of the new scheme have attempted to 
remedy the defects of the earlier program by the provision of 
complete medical and hospital care - including specialist, 
consultant, nursing, dental, and ophthalmic treatment - to all 
persons in the United Kingdom, without regard to an individual's 
social insurance status. Medical services are now entirely 
divorced from the insurance system, while cash sickness bene- 
fits are coordinated with unemployment insurance and the other 
social insurance benefits under the National Insurance Act of 
196. Undoubtedly these developments were hastened by ths 
war-time emergency health service organization, and the need 
to meet the many problems in the field of health care accentu- 
ated by the country's war experience, 

The capitation system of remuneration has been con- 
tinued under the National Health Service Act, but the attempt 
to finance the scheme largely out of contributions has been 
abandoned. General revenues now provide all but a very small 


proportion of the finances of the program: lo the extent-that 
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the British tax structure is progressive, the heaviest burden 
of the health services falls upon those taxpayers with the 
greatest ability to pay for the scheme. 

In addition to the extension of a comprehensive 
medical service to everyone in the country, financed out of 
general revenues rather than by contributions, the new Act 
weansierred the administration of all health services in Great 
Britain to three closely-coordinated bodies - the local health 
authorities, the regional hospital boards, and the local 
executive councils - responsible respectively for public 
health services; hospital and specialist services, and general 
medical, dental, ophthalmic and pharmaceutical care. 

Thus the 1926 recommendations of the Royal Commission 
on Health Insurance (and indeed those of the Minority Report 
of the Royal Commission on the Poor Laws of 1909) and of most 
other reports on the scheme since that time, that. meaqicatl 
services should be coordinated with all other public health 


services and supported largely from public funds, ‘have Tinatiy 


been implemented. 
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APPENDIX [I 


HOSPITAL ACCOMMODATION IN GREAT BRITAIN 
BY TYPE OF HOSPITAL AND NUMBER OF BEDS, 15939 


—— ——$ 
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Total Wo. Nog of Hes pide vs 
Hype of Hospital | eyaute jeder ab 
Public | Voluntary) Tota 


a re 
a en 


i 
a ee 


England and Wales 


— 


Specialized Ree 475 ee - 230 
General Voluntary (& | - 709 

a Public | 62 ,6),2 185 ~ 

u Poor-law | (S265 has - 
Infectious Disease(b) | 39,000 S10 ~ 
Tuberculosis(\¢ i) 228800 258 101 
Mental 1 135,000 101 62 (d) 
Maternity (e) Peeters Nee Dee 
Children's r 1/5 0Bes|: Beeler anal o 

Total (f) 407,170 Pee deel 
Scotland | 
Voluntary 1h,,000 220 
General Public 5,500 9 - 

4 Poor-law cay ee) - 
Infectious Disease (4) 7,600 109 . 
Tuberculosis Public 700 - 

: aT ae | (g) 
Mental Public(i oe 000) 3 . 

n Voluntary (1) | Ses cle A 
Maternity Public(eé) ; : 

4, Voluntary? 6 (g) 
Registered Maternity 

Homes (€ Are 148 
Total(f) Sh 
Source: Ministry of Health, A National Health Service, (H.M. 
SLabionery OUritce shondon , 194), Appendix A, pp.55-61, 


1938-9, (H.M. Stationery Office, London, 1939), Appen- 
dix Xl, p-2h5; Tenth Annual Report of Department of 
Health: for Scotland, 1 38, (H.M. Stationery Office, 
Edinburgh, 1939) pp. 75, 76, 190. 

Of which 250 had 50 or fewer beds, and 75 had over 200 beds. 


) 
) Of which 630 had 50 or fewer beds. 

) OF which 30 had over 200 beds. | 

) Includes 13 registered hospitals and hQ licensed houses. 
) 

) 


68-71; Twentieth Annual Report of Ministry of Health 


1937 ~ 


An additional 51,000 emergency beds were provided during 
the war in England and Wales, and 15,000 in Scotland. 


(g) Data not available. 
(h) of which 66 had 50 or fewer beds. 
(i) 
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APPENDIX II 


ESTIMATED STANDARDS OF HOSPITAL BED REQUIREMENTS 
BY REGION AND TYPE OF BED, ENGLAND, 195. 


SS 
—————— SS 


eee 


——————————— oo ——— SS 
SSS eeeaeaaeaeaeaeaeeweoaea—saae—— eee Ee 


Hospital Survey Area Beds Néedéed per 1000 population 


London (@) 


Game « lbp De ae ce SLs 
Berks, Bucks, Oxon 5.0 ees O65 0) 9.9 
Eastern Area(b 345 2o0 Ov 6 ee 
Bast Midlands (Cc) 00) foe. loa Ouse 
Yorkshire hs 2.0 0.5 0 os, 
South Western (4) Ne 2.5 0.5 o) 9.4 
South Wales (e) 5.0 15 0.5 0 8.8 


Source: Ministry of Health, Annual Report for 1945-6, ( 
Stationery Office, Bondon,. 197 )5 2 -woce 


a 
= 


(8) Tneludes Counties of Bedford, Dorset, Bssex, Hants, Herts. 
Keay, London, Middlesex, Surrey and: ouseex. 

(b) Includes Cambridgeshire, Huntingdonshire, Norfolk, Suffolk, 
and Peterborough. 

C/)Includes Derby, Leicester, Lincoln, Nottingham, Rutland, 
and the Southern part of West Yorkshire. 


d) Includes Cornwall, Devon, Gloucester, Somerset and Wiltshire. 


@)Includes Brecon, Cardigan, Carmarthen, Glamorgan, Pembroke, 
and Radnor, and also Monmouthshire. 


ACTUAL SUPPLY OF HOSPITAL BEDS, BY REGION 
AND TYPE OF BED, ENGLAND, 1937. 


se ee a oe = a ee 


Beds Available per 1000 population 
= Isola-| Tuber- 


————— SSS 


Hospital Survey Area 


General| Maternity oa ee Tetad 

London ae: Ps 0.83 8.61 
Berks, Bucks, Oxon me 6c 0.6 6.02 
Eastern Area eS 0: 0,94. 6,36 
Bast Midlands Te 4 O% Os 5.83 
Yorkshire Mee se On (2 or 
South Western eo te Gea ga rah 
i ak Oo. Oe 7s 5.18 


South Wales 


Source: Ministry of Health. Twentieth Annual Re ort 19303 9; 
(H.M. Stationery Ortice, London, 1939), Appendix XI, 


ere ee 
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APPENDIX III 


NUMBER OF BEDS, BY TYPE OF HOSPITAL, 
ENGLAND AND WALES AND SCOTLAND, 198 


See 


General Public 


General Voluntary 


Chronic Sick Fae mine elt 
ppek Ohi ldren 
Other 
Mtrecurous Disease 
Sanatoria & Tuber- 70,687 
culosis 
Maternity INGE B Foe 
Mental TO OR: 21,965 | 162,366 
Mental Deficiency 
Institutions bi0b24 eS 55,261 
516,494 2 ~ 63,880 580,374 


Toual 


Sources: Report of the Ministry of Health for 1947-8, Cmd. 
7734, (HMSO, London, 1949), p. 270; Report of the 


pepeantment ofsHealth for Scotland, 10ue, Cmae 7659, 


(a) as of March 31st, 198. 

(bo) Including only those hospitals passing into State owner- 
ship as of July 5th, 1948. The most important exclusions 
are a Red Cross sanatorium and three Roman Catholic mental 


deficiency institutions. 
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APPENDIX V 


RECEIPTS AND EXPENDITURES OF THE NATIONAL 
HEALTH INSURANCE FUND, GREAT BRITAIN, 1912-19)7 


(£ 000's) 
meen. Sac 
ae Gor ind ech gher ine oncat 
butions | Grants Total 
pote 27 (339,093 | 1127622 Pence! 
neo 25 3979 Ge ae 
1929) 26,005 75631 39,898 
1930} 26,039 (Pees 390 :h17 | 32,080) “25 Ooo caunee 
Wee 25.. 59 P03 40,018} 32,904] 5,692 38,596 
Boe ire, 020) ) oO fa8k 37,278 | 21,075) Bible wegen: 
Beer We25,780) | 6011 37,7071 131,800) Mes err aie ua 
1934} 26,69 eneirde 38, 920 | 30,21) . 5.536 | 36,009 
1935] 27,050 6,669 0,4o1 | 321,089} 5,60) | 36,693 
1936] 28,269 7,090 a, 722 | 32,625) 5,710 38,335 
1937| 29,294] 7,232 43,993 | 33,980] 5,812 | 39,792 
1938} 29,879 (nse Ide g 2d | 33,972] 5,988 "39,960 
1939| 30,126] 7,52h 168} 34,428) 6,027 | 40,455 
1940} 30,606 (9020 age a Sh 207" Se 0oe 0,100 
191} 30;616 (eee, hs 256 | 32, 60h! (o2220  38313h 
1942] 38,708 8,688 57,098 | 39,035) “S)528 ) UG, ice 
1943} 39;296] 10,177 56,969 | Aly this O,2or | S0572> 
194k | 38,388} 10,842 56,820} 46,310] 6,467 | 52,777 
1945) 37,349] 10,919 55,692 | ho,308) 65679 | 52,907 
Poo] 30.019 11,22 es 49,738) 7,333 | 57,071 
1917] 39,010] 15,162 61,890, 50,860] 9,062 | 59,922 
Souroe: Hlneteent spn Seger oe ean aspartate 


Devt. of Health for Scotland, (HMSO, Edinburgh, 1938), 
D.100; and Report of Ministry of National Insurance 19h)- 


194.9, (HMSO, London, 1950), p-9f- 
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APPENDIX VI 
PERCENTAGE DISTRIBUTION OF EXPENDITURE ON BENEFITS 


BY TYPE OF BENEFIT, NATIONAL HEALTH INSURANCE, 
1912-27 COMBINED, SELECTED YEARS 1928-197. 


AGi Giana. 


— —_—_—_— —. — 


Dis- 
Year Sickness|ablement Maternity |Medical@ 
Benefit |Benefit jBenefit |Benefit 


and Other ire 
Benefits enefits 


Ble = 27 9 19c9, ae 308 , 388 
1928 29 ge perk 5. | rey oes 
1929 3.3 18.6 oe | 3503 
1930 Shee ios: a 32,931 
1931 an 18.5 5. BOG NOD | aC OOK 
Se = 19..7 5. Ble 9.0 | 31,875 
1933 oy, he) 42 es 32,0 887) 131 800 
193), me 20.9 5.2 Sant 8.5 30,21 
EOS}, 5 Un i eel Bo eur Bee | 31,089 
1936 8 oe Bot 33583 CAG exes 
1 eas ‘10 she nae) 5.0 33.5 B20 | 33,980 
1938 a8) 18.8 eas sont: 9.2 P335972 
1939 0 el 5.0 36.1 8.5 | 3h, 28 
19,3 50 15.6 4.6 Aiea Zeal | bide, yd 
1946 70 bes: Le ie 53 49,738 
197 ve Lome Sa hid ele | 50,860 
Sources: Same as Appendix V 


(a) gee Appendix VII 
(b) See Appendix VIII 


ca hg a 


APPENDIX VII 


PERCENTAGE DISTRIBUTION OF EXPENDITURES ON MEDICAL BENEFITS, 
BY TYPE OF EXPENDITURE, GREAT BRITAIN, 1932-1938. 


——————=. 


__ ATTENDANCE B BENEFITS PHARMACEUTICAL PRNEF ITS 
Year [Capita- arg [Chem- | Practition- ea ee 
tion a) ists! ers! Expen- |Medical 


Payments Receipts Receipts (b) 


per cent per eCenul per cent per cent |" per ‘cere 


per cent £ 1000 


ia Le oe ORE 9,970 
real 20 ue 22 WLOMUOS 
gi 20, Bee (cna a whence): 
ie 20% oo a6 10,386 
be eal 2.0 £95 UO Ves 
melt 21 ge: Lisl a Oe 
2 en 2.0 eae te 250 


Source: Annual Reports of the Ministry of Health and the Department 
of Health for Scotland (HMSO, London and Edinburgh) 1932- 
1936, "passim. 


(a) Pid lO rural, practi uloners iar providing. belevnones.. eu7a- 
mobiles, clinics. or in attending post-gracduave cGurceu. 

(b) Payments to practitioners whowere required to supply medicines 
and appliances in certain areas. 

(c) Includes payments in respect of insured persons who had been 
authorized to get their treatment from institutions, or to 
make their own arrangements. 
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APPENDIX VIII 


EXPENDITURE ON TREATMENT ADDITIONAL BENEFITS, 
BY TYPE OF BENEFIT, 
ENGLAND AND WALES 1928- Lo 75 AND 
GREAT BRITAIN 1938-19h7. 


(# O00) 
= ~ [oph- | ~ Con- Medicala| | Total 
Dental |thalmic|Hospital|valescentiSurgical |Other |Addition- 
roar Benefit| Benefit|Benerit Home -t ppd ie pene= al 
eh 22 Benefit ances fits {Benefits 
ENGLAND and WALES 
| 
1928 LEN Ge) | ines a Wee | 2,618 
ved 1,625 | 110 6, ore | 2,530 
1930 2,199 D2 86 eee 3), 032 
1931 BL LOw 10h, 90 | 58 2,951 
i aes Ny Teds 10 8h, Wes eying 
1933 Le | 108 65 oe ey 
193), 1,5 pre 85 =| 52 | 2,250 
O35 das 105 89 | 56 Peete 
1936 137 | bal 102 | Ue eee iivas 
1937 ey | 106 es ae ac | 2536 
BRITAIN 
1938 euler’ 126 Mey 8 epee 
1939 2,095 96 ine gi, 25944 
19,0-h)@ | 1,465 } 3 Lio Ge Zorba 
19,6 Teepeett 3 1.8 ale | 61 2 618 
19:7 ier 65 170 65 2,710 
ne SORE Pome re Be \ a. 
: ieee ine a of the Ministry of Health, 
pees TaiSO? London, 193 246; Twentieth Annual fieport 


of the Ministry of Baanelt, (HMSO, London, Led ee 
al ae® ea 

Pai reich ch Annual Report of the Departmen 

nox Scotland, (HMSO, Edinburgh, 1939) pps Lies 238; 

Report ot the Ministry | of | National Insurance ue -1 


(a) Average annual expenditures for these years. 
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APPENDIX X 


NUMBERS AND CUMULATIVE PERCENTAGE 
S OF NET INCOMES OF TA 
GENERAL PRACTITIONERS, DENTISTS, AND SPECIALISTS, BY cd 
RANGE, GREAT BRITAIN, 1938, 


——— 
OO EL TCS. et anereneey nepeeree ce Sen ess serene 
—_—— 


i ee 


Income | NET INCOMES 
Range General bie 


Taxpayers (a) 


Cumulative 
Per Cent 


Practitioners [Dentists (°)\Specialists (4) 


Cumulative) Cumulative 
No; fPer Cent Fer Cent | N 


‘Cumulative 
Per Gent _ 


130) 1.8 
| 7.6 
750| LE20 
as 
UD) aa 5 r 
bee S222 
pe 


al Committees on Remuneration of General Practitioners, 


Dentists, and Specialists, Cmd. 6810, 702, 7420, (HMSO, 
London, 1946,1948) Chairman: Sir Will Spens: 


Fiscal year 1937-38. 

(b) Prom a survey covering 7232 net incomes of general practition- 
ers in practice during 1936-1938. 

(2) From a survey concerning the net incomes of general dental 
practitioners aged between 35 and 5h in practice in cities 
during 1938. 

(d) From a survey covering 1620 net incomes of specialists and 
consultants in practice during 1935. 

(e) It is estimated that an additional 6.1 million persons received 
incomes of over £200 in 1938 but were relieved from paying tax 
by the operation of allowances. It should be noted that al- 
though only 10 million persons earned over £200 in 1938, 184 
million employed persons were insured under the National Health 


Insurance Act. 
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APPENDIX XI 


AMOUNT AND PERCENTAGE DISTRIBUTION OF EX 
PENDITURE ON SOCIAL 
SERVICES, BY TYPE OF SERVICE, GREAT BRITAIN, YEAR ENDED 
3ist MARCH, 1939, 


—_———— 


Type of Service Amount 


(£000s) 


Per Cent 


Unemployment Insurance Coe aie 15.9 
Health Insurance (1) oe eae s Oa 
Contributory Pensions 50,97. aah e 
Old Age Pensions 32,533. Tt 
Non-Contributory (Old Age) Pensions 15,056. eyes 
Blind Persons Pensions 815. O.2 
Blind Persons Assistance BOUTS One 
Unemployment Assistance 39,635. Orel 
War Pensions 37000. B.S 
Workmen's Compensation MSS (eleiey. SO 
Poor Relief Oi pOOOe 2 
Public Health(@) 59,17k: 5 
Lunacy and Mental Deficiency 105539 ab 
Total hs7 ser: .0 
Riess Central Sey ihocn office, aR es: 
Statistics; 1937-1947, (London: HMSO. 1948), pp.215, 
Pie coLryWwitiem Beveridge, Social Insurance And 


Allied Services, (London: HMSO, 1942), p.241, 
Appendix G. p. 


(1) This figure apparently sncludes receipts that were in- 
vested by the Fund as well as expenditures on benefits 
and administration. 

(2) Includes £21.5 million expenditure on hospitals, etc., 
and £2l, million on sewage and refuse disposal, but ex- 
cludes £11 million expenditure on parks and baths. 
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